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ARE THERE CERTAIN CASES OF MALOCCLUSION IN WHICH 
ORTHODONTIC TREATMENT IS CONTRAINDICATED ?* 


3y Dr. B. FRANK Gray, SAN FRANCISCO 

LL orthodontists of experience, I think, are convinced that there are con- 

ditions of malocclusion, the treatment of which will not produce results 

that warrant the procedure. The difficulty of the situation is to know what 

eases to let alone. One very popular way of finding out what cases will be 

failures is to treat them and see! It is the hope of aiding in the avoidance 

of some painful and expensive experiments that I have undertaken this 
study of the matter. 

From the uncertainty that surrounds our diagnosis and prognosis in all 
too many cases, we need to be delivered. A desire to benefit those who suf- 
fer from the ills of malocclusion, including all sorts of facial disharmony, is 
a worthy ambition; but it is equally desirable that we shall have enough 
knowledge to recognize the limitations in a given case, thus obviating a pro- 
longed treatment period which could only result in disappointment to the 
patient (or his parents) and chagrin to the orthodontist. 

How complex are the problems of orthodontia! From the standpoint of 
a complete knowledge of the subject, how little we know! Yet, compared 
with the beginnings of the specialty a few decades ago, how far we have 
come! 

I have propounded to myself and to a number of orthodontists in this 
country and abroad some ten questions on the subject of the paper. I shall 
give some of my own impressions of what the answers should be, followed 
by an excerpt from the replies to the questionnaire. I know you will agree 
with me as you leisurely go over them that they afford a most worthwhile 
contribution to the subject under consideration. 


*Read before the Twenty-sixth Annual Meeting of the American Society of Orthodontists, 


Chicago, May 2-5, 1927, 
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1. Age as a limiting factor. 

(a) Three to six years. I feel that in the majority of children within 
this age limit orthodontic treatment is contraindicated. The minority com- 
prise important exceptions and would fall particularly into the classifications 
of distoclusion and mesioclusion. 

While a good many students of the subject have contended wholeheart- 
edly for the treatment of underdeveloped deciduous dentures (ineluding 


’ are tardy in appearing) at the 


those in which the so-called ‘‘growth spaces’ 
early age of three to six years, my own experience does not bear out the 
wisdom of this course as a general practice. 

Those children affected with various forms of lip, tongue or finger hab- 
its, restricted nasal inspiration, faulty posture, ete., should benefit under the 
wise guidance of an orthodontist capable of rendering worth-while service in 
the correction of these habits. I have great respect for the teachings of Dr. 
Alfred P. Rogers. I only wish all orthodontists were fitted to carry on 
this work in a thoroughly intelligent manner. 

Under any cireumstances let us beware of keeping the deciduous den- 
ture under mechanical restraint throughout one-half or two-thirds of its 
functioning period. By the time the deciduous teeth are superseded by the 
permanent ones there is much likelihood we shall again need to resort to 
applianees. Thus the aggregate of orthodontic assistance may become “‘or- 
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thodontic interference’’ in a literal sense. 

(b) Adult age. I am confident much can be done to improve the status of 
malocclusion and disharmony of related structures in adult life. _However, 
the question of permanency of result is the bete nowre in these eases. In such 
instances as those wherein the maxillary incisors occlude lingual to those of 
the mandible the retention is simple and would obviously be successful. The 
number of adult patients for whom orthodontic treatment is indicated is 
greatly restricted. As a rule women take more kindly to the inconvenience 
of the procedures than men. Very often men are failures as patients. 

The fact that the development of the alveolar process is so largely a 
function of youth places great limitations upon the success of orthodontic 
operations for the adult. Unless we contemplate the indefinite use of some 
method of mechanical retention, the percentage of successes in such cases 
will be small. Therefore until that requirement is readily agreed to many 
adult consultants should be discouraged. 

Dr. Ketcham has emphasized the prevalence of root absorption. Whether 


‘ 


or not you are a ‘‘jiggle-proof’’ orthodontist it is entirely possible you may 


gradually amputate a few roots in dealing with adult patients. 


2. Conditions of oral health as limiting factors. 

Beyond question there are mouths in which earies is rampant and where 
the best skill of the competent family dentist or children’s specialist may 
seareely avail to stay the course of its ravages. We would serve such pa- 


tients to better advantage by arranging a series of appointments simply for 
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observation purposes and cooperation with the family dentist to the end that 
the destructive process may be checked. Presently a period of greater 
immunity may supervene. 

There are, of course, numerous lesions ranging from stomatitis to syph- 
ilitie manifestations, the presence of which would contraindicate orthodontic 
treatment. 

Certain patients are brought to us for consultation presenting the most 
extreme degree of neglect of ordinary mouth hygiene. Shall we undertake 
to train them in this important direction, or shall we refer them to a compe- 
tent periodontist for proper instruction? Certainly they are not fit subjects 


for orthodontic treatment until thev ‘‘right about face’’ in this matter. 


3. Pyorrhea as a limiting factor. 

Pyorrhea is necessarily a limiting factor to orthodontic treatment. We 
are told by some of our leading periodontists that traumatic occlusion is a 
cause of pyorrhea. Now traumatic occlusion comes within the ‘‘sphere of 
influence’’ of the orthodontist. Thus I take it patients suffering from incip- 
ient pyorrhea due to this cause would do well to submit to a eareful ortho- 
dontie correction. But here again we may remember that pyorrhea is usu- 
ally a disease of adult life, so that we are doubly limited in our work. It is 
to be impressed upon the dental profession that proper orthodontic treat- 
ment in the period of youth will likely prevent the conditions referred to. 


Beyond question true pvorrhea at whatever age would preclude treat- 
ment by the orthodontist. Whether true pyorrhea responds to the treatment 
of the periodontist to the point of cure may still be a mooted question. How- 
ever it may be so controlled that our aid may be properly given at the op- 
portune time. I have observed that the splinting or retaining of teeth that 
have suffered from pyorrhea is welcomed by the periodontist. If therefore 
some reasonable orthodontic procedures are resorted to the retaining of the 
teeth may serve a double purpose. 


I feel we should emphasize the fact that countless numbers of adult 
cases requiring the beneficent aid of the periodontist had their inception in 
the uncorrected malocclusions of youth. 


4. Malfunction of the endocrine glands. 

Had I waited until this meeting to prepare my paper, I might have 
learned a bit more about endocrinology, since I am sure Dr. Howard’s 
Round Table on this subject will bristle with knowledge. 

One patient in my care a few years since convinced me that in acromeg- 
aly it may be better to refrain from acting on the impulse to be helpful. I 
doubt if the results justified the expenditure of time and effort to help the 
unfortunate boy in question. 


I appeal to the members of this society if it does not require a superior 
degree of conviction that it is right to refuse treatment of those conditions 
of malocclusion which cause serious personal disfigurement and humiliation. 
Let us seek a broader knowledge in these directions to the end that we may 
Serve more creditably those appealing to us for aid. 
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I think the majority of orthodontists see in the malfunction of the endo- 
erine glands a hindering factor to our work that must be reckoned with. 
Still the subject seems so surrounded with uncertainty both as to diagnosis 
and prognosis that we can scareely claim to have ventured far upon this 
field of study. 


5. Cleft palate. 

Orthodontia offers much to certain patients of this type. Some of the 
replies to the questionnaire call attention to the disregard of the permanent 
tooth germs by surgeons doing cleft palate work. I trust this neglect is not 
so prevalent as formerly. Certainly every reasonable effort should be made 
to save for the patient these priceless teeth which contribute so greatly to 
the beauty and usefulness of the denture. Of course where there are missing 
teeth some restoration must be made. This prosthetic work may serve sev- 
eral purposes, i.e., to restore the missing teeth, to supply an obturator, and 
to afford an efficient retainer of the arch following orthodontic correction. 

Certainly conditions of cleft palate do impose great limitations to 
orthodontic treatment, but we are called upon to do what we ean of a prac- 
tical nature for these sufferers. 


6. Mental deficiency as a limiting factor. 

One or two respondents to the questionnaire with keen perception in- 
quired whether I referred to the patient or to the orthodontist. If we our- 
selves were not quite so deficient mentally we might know how better to 
serve those patients commonly said to be subnormal in this regard, and for 
that matter our work would be still more successful for those patients more 
fortunate in their mental equipment. 

An example falling under this classification in my practice has proved 
more cooperative and a better patient generally than numerous other chil- 
dren in my care against whose mentality no such diagnosis may be made. 
In the instance in question I am sure my efforts have not been in vain. 

But like all borderline cases, good judgment and perception of an un- 
usual order must be exercised lest we place under treatment certain patients 
so deficient that success is foredoomed. 


7. Adult cases and permanent retaining methods. 

The first thing I strive to learn from the adult applying for orthodontic 
aid is his exact mental attitude relative to the existing malocclusion. Only 
in case it develops that the deformity is a source of constant personal humil- 
iation or that it very seriously limits the functions of the masticatory organs, 
am I disposed to encourage one in the possibility of a correction. In some 
instanees I believe that a certain sensitiveness amounting virtually to an 
inferiority complex has its inception and continuance in serious disharmonies 
of the teeth and related structures. Frequently I have, in common with 
many others, noted a change in the very character of the patient as these 
deformities are gradually overcome. While this has particular reference to 
youth, it may likewise apply to the adult. 


\ 
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There are many adult cases we are entirely warranted in treating, but if 
the patient is not prepared to meet every requirement even to the wearing 
of certain retaining devices for an indefinite period of time we certainly 
should not attempt the correction. 

I know of no surer way of testing my own motive, when consulted by 
patients of the type under discussion, than to think of the individual as a 
member of my own family, and what I would do under such circumstances. 
Beyond doubt I would undertake the correction of a health-wrecking, beauty- 
marring malocclusion, knowing the results might be only relatively satisfac- 
tory. 

These cases afford entirely legitimate reasons for consultation with 
fellow-orthodontists of experience. Incidentally it seems to me orthodontists 
do not consult one another frequently enough. It is wonderful how the in- 
terchange of ideas about our problems will help to bring about their solution. 


8. Lack of cooperation. 

There can be no question that persistent lack of cooperation is a tremen- 
dous hindrance to an orthodontic procedure. While it works the greatest 
hardship on the patient himself it affords enough exasperation to the ortho- 
dontist to warrant the sternest sort of methods to bring about a change of 
attitude. 

Unfortunately we do not ordinarily find out that these patients are not 
desirable subjects for orthodontic assistance until much time and effort have 
been expended. Then there is always the hope of reform. Often, however, 
we would discourage or refuse treatment were we able at the outset to fore- 
see a serious lack of cooperation. I believe that in some instances refusal to 
go on with the correction would serve to bring the patient as well as the 
parents to their senses, when a fresh start might be made with far more hope 
of a suecessful outcome. Once the patient is under treatment I realize the 
obligation felt by the orthodontist to bring about the desired result. Our 
pride of accomplishment is at stake and we hesitate even under the most 
serious handicaps to acknowledge failure. 

9. Qualifications of the orthodontist who treats advanced cases. 

Some have indicated that they themselves might be disqualified if they 
had to fulfil the requirements that might be outlined in a truthful answer to 
this question. 

One or two have expressed the feeling that the degree of ability of the 
specialist should be the same for treating the simpler cases as those we are 
in the habit of characterizing as advanced eases. I dissent from that opin- 
ion. I think most of the cases falling within the scope of the questionnaire 
eall for maturity of judgment and an order of skill superior to that which 
might enable one to produce gratifying results in less complicated cases. 

10. Other types of malocclusion we ought not to treat. 

In the so-called ‘‘open bite’’ or neutroclusion cases most orthodontists 
recognize an opportunity for a real test of their skill. The fact that maloc- 
clusions of this type are so unwelcome in many offices suggests the limita- 
tions accompanying their treatment. 


{ 
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The investigations of Dr. Lundstrém suggest the problem accompanying 
those cases in which the ‘‘apical base’’ is seriously underdeveloped. Here 
again beyond doubt is presented a limitation that we may do well to consider. 

Finally, I have not attempted to incorporate in this introduction to the 
questionnaire the splendid suggestions of the respondents themselves. I can 
promise you much profit in studying the different viewpoints which are often 
set forth so tersely as to be compelling. 

I am indebted to my friend, Dr. James D. McCoy for his encouragement 
in attempting this inquiry. 

I want to thank President Eby for expressing satisfaction with the pro- 
posed questionnaire. I share his thought that such a ‘‘cross-section’’ of 
opinion is very apt to bring to the surface the best procedures in the circum- 
stanees known to our specialty. 


ANSWERS TO QUESTIONNAIRE: ‘‘ARE THERE CERTAIN CASES OF MALOCCLUSION 
99? 


WHERE ORTHODONTIC TREATMENT IS CONTRAINDICATED ? 


1. What may be said of ‘‘age’’ as a limiting factor? 
a. Early childhood—three to six vears. 


Dr. Alfred P. Rogers, Boston, Mass.: 

Age, of course, must be a limiting factor in the treatment of malocclusion. Ex- 
periences have shown that comparatively little constructive work can be done between 
the years of three and six that will prove of permanent value. There are, of course, 
some forms of malocclusions which during these years must be corrected, especially 
is this true in the treatment of pernicious habits, but it has been observed by several 
careful men that in many of these younger cases unexpected developments take place, 
while in others of course maldevelopments continue. 


Dr. A. C. Lockett, London, England: 
I do not think there is much to be gained in starting treatment before six years of 
age as a general rule. Simple cases may benefit. 


Dr. James D. McCoy, Los Angeles, California: 
In my opinion the number of cases which should be undertaken with the deciduous 
teeth only present are extremely rare. The only cases where I believe we are justified 
in undertaking treatment earlier than the sixth year are those in which the mal- 
occlusion is very extreme. Such cases are rather rare in any practice. I believe the 
practice of treating deciduous arches where the teeth are in function but develop- 
mental spaces do nct appear when they are supposed to is absolutely wrong. 


Dr. Herbert A. Pullen, Buffalo, New York: 
This is frequently an age when prolonged treatment may be of little avail in assist- 
ing in the growth of the jaws. Cases should be selected for treatment at this age 
wherein a distinct service can be rendered such as the maxillary linguoversions of 
the neutroclusion class, habit cases, et al. 

Dr. A. H. Ketcham, Denver, Colorado: 
In Class I cases early chiidhood, three to six years, is a limiting factor, and treat- 
ment had better be delayed. But Class II and III cases may be treated at this early 
age to advantage. 

Dr. Burt Abell, Toledo, Ohio: 


Move teeth only if jaws are in malrelation, or position of teeth would lead to it. 
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What may be said of ‘‘age’’ as a limiting factor? (Cont’d.) 


Dr. 


Dr. 


Dr. 


Dr. 


Dr. 


Dr. 


Dr. 


Dr. 


Dr. 


Harry E. Kelsey, Baltimore, Maryland: 

There are many cases including such conditions as cleft palate, ankylosis and the 
result of accidents, together with some cases which show a serious inhibition to 
development, which should be treated at as early an age as is possible. If at all 
uncertain about it, six months’ to a year’s delay, with the case under observation, 
is always a safe procedure and may show the wisdom of delaying treatment or may 
obviate the necessity for it altogether. 


H. L. Morehouse, Spokane, Washington: 


I do not advocate treatment before five years except in extreme cases. 


Walter H. Ellis, Buffalo, New York: 

Only a limitation in cases where we are unable to get cooperation of patients. As 
early as maldevelopment is found to be present, means to correct it should be 
initiated either by advice as to habits, corrective exercises or orthodontic appliances. 


John R. McCoy, Los Angeles, California: 

Only in those cases where the mandible may occupy a mesial or distal relationship 
do I believe in early orthodontie interference and then three years of age is none too 
soon. 


Charles C. Mann, Seattle, Washington: 
Early age, three to five years, in some cases I should consider a limiting factor due 
to lack of understanding and fear on the part of the child. 


Harold Chapman, London, England: 

Treatment should be begun as early as the malocclusion is diagnosed and as early 
as treatment is practicable; the latter is usually five to six years of age, occasionally 
earlier. 


C. A. Hawley, Washington, D. C.: 
In extreme protraction or distraction of the mandible early childhood, three to six 
years is a limiting factor. 


Joseph D. Eby, New York City: 

Never begin treatment at this early age excepting where conditions are too extreme 
to countenance, or serious functional disturbances exist. Examples: early manifesta- 
tion of mesioclusion, or where bueeal cusps of upper posterior teeth fall into occlusal 
grooves of lowers. 


Lloyd S. Lourie, Chicago, Illinois: 

Lack of developmental spaces not an indication for treatment at this age. Treat- 
ment indicated in Class III. In Class II musele exercises and possibly some trimming 
of deciduous cuspids should be tried before appliances. 


Dr. Allen H. Suggeti, San Francisco, California: 


Dr. 


Dr. 


In distal or mesial bite of the incisors I would proceed as soon as I could handle 
the patient. In several cases I have placed bite planes on the maxillary centrals 
to jump bite for two-and-one-half-year olds. I would think it not advisable to 
attempt extensive movements. 


V. E. Barnes, Cleveland, Ohio: 

Under five years a child is almost always too young to have the mentality necessary 
for successful results. Best age to start treatment is five to six and one-half years. 
Proper treatment at early ages permits permanent teeth to erupt more normally and 
relieves stress eruptions. 


Leuman M. Waugh, New York City: 
Treat only very few at three, mostly to help break habits. Treat many at five and one- 
half to six for production of developmental spacing. 
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What may be said of ‘‘age’’ as a limiting factor? (Cont’d.) 
Dr. B. E. Lischer, St. Louis, Mo.: 


After the third year, age is not a limiting factor in many instances; the behavior or 
demeanor of the child may be the more important consideration. In my experience, 
very early treatment is only indicated in cases of extreme deformity. So many 
subsequent complications may prolong the treatment to such an extent that ultimate 
success is frequently defeated because the patient grows weary. 


Dr. Albert W. Crosby, New Haven, Conn.: 


Four years is as early as I care to take cases except in emergencies. Children are not 
easily controlled before that age. 


Dr. C. C. Howard: 


Temperament of young children, with no parental control, precludes successful treat- 
ment. Simple Class I cases with mild deficient width are not treated in my office 
but placed on observation list. Class III cases deserve interference as early as 
possible, also severe cases of Class II. 


b. Adult age. 


Dr. Rogers: 


At one time it was thought that adult age was a bar to orthodontic procedure. 
Recent years have proved that proper methods may be used with great effect in cer- 
tain adult cases. In my own experience very satisfactory results were obtained for a 
patient about forty years of age, the result being not only better occlusion but 
greater general health for the mouth. The factors of experience and judgment in 
relation to cases of either the young or old are of the greatest importance, and men of 
inexperience should be extremely cautious regarding the treatment at either extreme. 
It is not good practice to put children through years of treatment from four to fifteen, 
as has been done in the past, when undoubtedly many of these cases if proper judg- 
ment was used could be treated in a very short period of time. 


Dr. Lockett: 


Given similar types of individuals with an irregularity to be treated I find that adult 
age offers as good chances of success as childhood in types which lend themselves 
kindly to treatment without extraction. In like manner another type of individual 
which will not respond to the test of a treated case in childhood giving permanent 
results in adult life in spite of the fact that normal occlusion had been obtained, 
will give a permanent result treated in adult life if the right teeth are extracted. 


Dr. James D. McCoy: 


I believe only such adult cases should be treated which promise permanency of results. 
Frequently this will necessitate more or less permanent retention and unless the 
patient can be depended upon to give intelligent cooperation I believe such cases 
should not be attempted. It is difficult to state an age limit but it seems to me that 
after a patient has reached thirty years of age, tooth movement unless very limited 
in character should not be attempted. 


Dr. Pullen: 


Adult age is often a limiting factor when the malocclusion is slight and yet difficult 
to correct; when the case is too complicated to be assured of an improved or 
permanent result; when the teeth or their investing tissues are badly broken down, 
and in any case when the result that might be obtained would not compensate for 
the effort and expense entailed. 


Dr. Ketcham: 


No arbitrary limit if patient may be benefited. 


Dr. Abell: 


Treatment contraindicated after thirty years if at all extensive. Too ‘‘nerve- 
racking. ’’ 
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What may be said of ‘‘age’’ as a limiting factor? (Cont’d.) 


Dr. 


Dr. 


Dr. 


Dr. 


Kelsey: 

There is no age limit for successful orthodontic treatment. Remarkable changes may 
be brought about at any age, though changes become progressively slower with 
advancing age. After maturity notable changes may be made in the position of the 
teeth but much alteration in the shape or size of the jaw cannot be hoped for with 
any means as yet at our disposal. 


. Morehouse: 


Dependent on character of case, health of individual and temperament. Twenty- 
seven to thirty years if result means improved health and the above conditions are 
as nearly ideal as possible. 


Ellis: 


I do not favor treating adult cases. Only in well selected cases is it advisable. (See 
answer to question 7.) 


. John R. McCoy: 


In the cases of adults where treatment seems indicated I would certainly feel that 
thirty years of age should be the limit, beyond which no case would seem practical 
to me. 


. Mann: 


Adult age is a decidedly limiting factor except in limited treatment for esthetic 
results. 


Chapman: 


I prefer treatment to be completed at twelve to thirteen years. I do undertake 
eases at later ages, but only because I hope the advantages of the treatment will 
outweigh the disadvantages; my tendency is to employ extraction as part of the 
treatment in these later cases. I would not undertake treatment of a case at age 
sixteen or later unless for very special reasons. 


Hawley: 
I have treated a number of patients at thirty-five to forty. 


. 


I have an aversion to adult work and never attempt it unless the preventive aspect 
of impending functional disaster renders the situation imperative, or in cases where 
the tendency for self-retention or simple retention is apparent. 


. Lourie: 


Certain extensive operations or changes should not be undertaken. Patient should 
assume some risk of permanent retention being necessary; also possibility of gum 
recession in some cases. 


Suggett: 


Correction of malocclusion is contraindicated in patients forty to fifty years of age, 
but I do not doubt that it could be done. I have made very extensive movements 
of the teeth in patients between thirty and forty. We are moving teeth that are to 
be used for piers for bridges in mouths at any age they present at the clinic of the 
University of California Dental School. I am just finishing the bringing down 
to position of an impacted cuspid for a woman over fifty. The reaction is no dif- 
ferent from the ordinary. 


Barnes: 

Exceptional cases with thorough cooperation often prove very satisfactory, providing 
general health is good and providing too much treatment is not attempted. Partial 
orthodontia and restoration retention of permanent character are usually necessary. 


Waugh: 


Individual tooth movement, i.e., to facilitate proper restorations, ete. may be under- 
taken up to fifty years. For reshaping of arches seldom beyond thirty years. 
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What may be said of ‘‘age’’ as a limiting factor? (Cont’d.) 
Dr. Lischer: 


Dr. 


Dr. 


In adult life treatment should only be undertaken if the oral health of the individual 
is good and full cooperation is assured. Symptoms of approaching senility, i.e. 
atrophic gingivitis, and pericementitis in its various forms, must be considered. 


Crosby: 

General treatment should seldom be started after 18. Palliative treatment has been 
undertaken up to thirty, and regional treatment for bridge-work or pyorrhea splints 
into the fifties. 


. Howard: 


A better placement of tooth relationship is desirable in some patients of adult age. 
Treatment depends entirely on type of malocclusion. General, osseous growth being 
complete, jaw growth is also complete. 


. What may .be said of conditions of ‘‘oral health’’ as limiting factors? 
Dr. 


Rogers: 

Some conditions may be limiting or prohibiting factors, but I can think of many 
eases where poor oral health is a determining factor regarding treatment. Oral 
health never exists without proper functioning; therefore if there is a possibility of 
establishing function unhealthy oral conditions become determining factors. 


. Lockett: 


Unless the cooperation of the orthodontist and the patient can ensure oral health 
during treatment the patient’s future oral health is jeopardized. 


. James D. McCoy: 


Orthodontic treatment should not be attempted in mouths where any acute or chronic 
infectious conditions are present. If these are cleared up through treatment and 
their recurrence prevented by proper oral hygiene and furthermore if the patient is 
willing to cooperate in giving this, there is no reason why orthodontic treatment should 
not be earried forward. 


Pullen: 


Numerous devitalized teeth and infected areas around many of the teeth are limiting 
factors in the treatment of adult cases. Badly decayed teeth and teeth of children 
in which large surfaces of so-cailed ‘‘ white decay’’ are found (also present limitations) 
in the treatment of malocclusion. 


Ketcham: 


Remove foci of infection first, in so far as possible. 


Abell: 

If by this you mean ‘‘prophylactic’’ conditions, on general principles one would 
expect to find cleanliness a factor in good results, and per contra poor results follow 
without it. But often one sees a patient with very resistant tooth tissue come out 
of a long treatment with fine results even though at no time were the teeth kept clean. 
Conditions of teeth, resistance to decay, general health of patient, ete., must be con- 
sidered. 


Kelsey: 


The mouth must be healthy or progressing toward health before any orthodontic 
interference can be instituted and the complexity and severity of the treatment must 
bear a reasonable ratio to the tolerance of the patient’s tissues. 


Morehouse: 


Congenital disease, if apparent, any inflammatory condition of the, soft tissues until 
cured, lack of care and attention on the part of patient and parent as to hygiene of 
the mouth during treatment are all limiting factors. 


: 


Dr. 


Dr. 
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What may be said of conditions of ‘‘oral health’’ as limiting factors? (Cont’d.) 
Dr. Ellis: 


All pathologic conditions should be corrected or treatment for an early return to 
healthy conditions commenced before orthodontic treatment is undertaken. 


John R. McCoy: 

Nothing is more discouraging to the orthodontist than unhealthy or unkept oral 
tissues and I feel that any prospect of good results could hardly be expected under 
such circumstances. If such conditions can be foretold no treatment should be 
undertaken until this is corrected. 


Mann: 
If by oral health is meant physical condition it is a factor limiting or favorable in 
direct ratio to the degree of oral health. 


Dr. Chapman: 
In cases where oral health is not average or better I am inclined to decide against 
any treatment whatsoever, i.e. where caries is rampant, but if this is confined to 
the deciduous teeth I will undertake the treatment; of course there are cases in 
which the oral health would be benefited by treatment: these are undertaken. — 
Dr. Mershon: 
I never place or leave appliances on with any fornt of gingivitis or gum infection 
present, and I will not continue treatment in cases where the mouths are not given 
reasonable attention by the patient. 
Dr. Hawley: 
Restrictive if not cured. 
Dr. Eby: 
Orthodontic measures contraindicated in the presence of 
Caries 
Salivary caleulus accumulative 
Serumal calculus accumulative 
Chronic suppurative periodontoclasia 
Chronie extensive periodontoclasia of certain types 
Pericemental infections 
Dentoalveolar infections 
Unhygienic hypertrophy 
Chronic persistent hypertrophy 
Seriously neglected hygiene 
Any organized or definite infection 
Dr. Lourie: 
Mouth should be put in healthy condition before orthodontic treatment. 
Dr. Suggett: 
Oral health would not deter me, for I would expect to correct that if it was caused 
or aggravated by the malocclusion, but a general health condition should be seriously 
considered. 
Dr. Barnes: 
Good oral health is essential. Abscessed teeth must be eliminated or successfully 
treated. Gums must be pink and healthy for best results. All decayed teeth must 
be filled before treatment is begun. 
Dr. Waugh: 


Oral health is dependent mostly upon general health and when systemic disturbance 
is reflected in the mouth orthodontic treatment is contraindicated until general health 
becomes normal or promises to be. Proneness to caries is sometimes so marked as 
to contraindicate beginning treatment and also demands removal of appliances until 
overcome. 
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What may be said of conditions of ‘‘oral health’’ as limiting factors? (Cont’d.) 


Dr. Lischer: 
Oral health, or a measurable approach to the same (in case the oral deformity is 
regarded as an obstacle) should always be considered. 


Dr. Crosby: 
It is a doubtful policy to undertake treatment of cases where there is extensive active 
caries or much decalcification, especially if they cannot be controlled by diet and 
prophylaxis. 


Dr. Howard: 
I would not institute orthodontic treatment without normal health. 


3. What may be said of ‘‘pyorrhea’’ as a limiting factor? 


Dr. Rogers: 
This question was partly answered in reference to the adult case in 1-b. Of course 
the intensity of the pyorrhea infection and its duration constitutes a condition which 
may make pyorrhea a factor in the treatment of malocclusion. Coupled with this, 
of course, is the limitation of age. 


Dr. Lockett: 
Children with irregularities untreated are to a large extent earmarked for future 
pyorrhea, even if it is not present in childhood: it does not necessarily follow that 
treatment produces pyorrhea although it may be a predisposing factor. 


Dr. James D. McCoy: 
Mouths where true pyorrhea is present should not have orthodontic treatment. If 
the condition is pseudopyorrhea or gingivitis there is no reason why treatment can- 
not be carried out as soon as all pathological involvements have been eliminated. 


Dr. Pullen: 
Pyorrhea is always a limiting factor, and in its worst form indicates surgical clean- 
ing up of the mouth rather than orthodontic treatment, with the possibility of 
prosthetic restorations. 


Dr. Ketcham: 
In early stages pyorrhea may be arrested and malocclusion treated. 


Dr. Abell: 
Pyorrhea must be eliminated before treatment is started. Treatment is contra- 
indicated if there is too much waste of tissue supporting the teeth. 


Dr. Kelsey: 
I have treated some cases with success, the object being to cure or improve the 
condition of teeth which were said to be suffering from pyorrhea. This would be 
only where the malocclusion, through traumatism, food packs, or possibly some other 
condition, was the cause. 


Dr. Morchouse: 
I do not consider cases where any pyorrhea is indicated as having been present, even 
if not present at the time. 


Dr. Ellis: 
Orthodontic treatment is not advisable in cases where true pyorrhea is present. 
Complete cure of the pyorrhea would remove the contraindications if other factors 

were favorable. 


a 
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What may be said of ‘‘pyorrhea’’ as a limiting factor? (Cont’d.) 


Dr. 


Dr. 


Dr. 


John R. McCoy: 

Each case must be judged separately but as a rule where any considerable pyorrhea 
has developed then the case from the orthodontist’s standpoint had better be left 
alone. 


. Mann: 


Positively a limiting factor, governed by the extent of the damage to the sup- 
porting osseous and membranous structures. 


. Chapman: 


I have no experience in these cases except in the case of a boy of twelve with 
pyorrhea condition of upper and lower incisors; case lost sight of after considerable 
treatment and improvement, but it is doubtful if the pyorrhea condition were im- 
proved. I do not think so. He had one of the worst overbites I have ever seen in 
a Class II, division 2, case. As a rule such cases are not suitable for orthodontic 
treatment. 


. Mershon: 


It would depend entirely upon the stage of the disease. 


. Hawley: 


Pyorrhea must be controlled before treatment is begun. 


Eby: 
I believe orthodontia has a great deal to offer in the presence of certain pyorrheal 
conditions: 

When teeth are vital and radiographs affirm the fact that the apical 

half to two-fifths of single rooted tooth sockets is intact. 

When bifurcations or single roots of multirooted teeth are not exposed. 


Lourie: 
Mouth should be put in healthy condition before orthodontic treatment. 


Suggett: 


As there are many phases of pericementitis it would depend on which one we are 
dealing with. If it is diffused pericementitis the prognosis is not favorable. In 
short if it is a form that is amenable to treatment it would be advisable to proceed, 
for the correction of the malocclusion would favorably affect the whole mouth. 


Dr. Barnes: 

Pyorrhea contraindicates treatment. Adult patients with this evil factor should not 

be treated until that factor is removed. Treatment after cure of active pyorrhea 

necessarily must be limited. 
Dr. Waugh: 

It is unwise to attempt tooth movement in pathologic supporting structures. 
Dr. Lischer: 

Affections of the tissues of attachment are a serious matter and orthodontic treat- 
ments rarely exercise a corrective influence upon them. True, such cases are doomed, 
ultimately, but their fate is hastened by useless orthodontic treatment. 

4 Dr. Crosby: 
Incipient pyorrhea may be improved by orthodontic treatment and traumatic oc- 
i clusion relieved. Advanced pyorrhea can only receive palliative treatment and re- 
i quires permanent retention. 

Dr. Howard: 


Systemic pyorrhea would preclude orthodontic treatment. Traumatic pyorrhea 
would be benefited by orthodontic treatment. 
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4. What may be said of malfunction of the endocrine glands as a limiting 
factor? 


Dr. 


Dr. 


Dr 


Dr. 


Dr. 


Dr. 


Dr. 


Dr. 


Dr. 


Rogers: 

There is so much that might be said regarding the malfunctioning of the endocrine 
glands as a limiting factor that its consideration, even with our present imperfect 
knowledge, would constitute a book. 


Lockett: 
I don’t know. 


James D. McCoy: 
In those instances of marked disturbance of the ductless glands which are producing 
distinctive developmental changes orthodontic treatment is contraindicated. 


Pullen: 

Malfunction of the endocrine glands, if it can be recognized, unless it be of a very 
severe nature, such as hypopituitarism, etc., is not necessarily a limiting factor in the 
treatment of malocclusion. 


Ketcham: 
In acromegaly and probably other types of disturbances there is little hope for 
results unless condition of malfunction is corrected. 


Abell: 
We know so little about this, one can only guess. Any stimulus of tissue of jaws 


might aggravate symptoms in acromegalous cases. 


Kelsey: 
As to malfunction of the endocrine glands about five large volumes has already been 
said without giving us anything very definite to work on. Yet I am absolutely 
convineed that the endocrine gland system exerts a profound influence on growth 
and development. 


Morehouse: 

A debatable question as to what extent the glands are a factor for or against bony 
development. 

Ellis: : 

If the malocclusion were the result of the endocrine malfunction orthodontic treat 
ment would be contraindicated until the malfunction was corrected; otherwise failure 
would be the result. In eases where the malocclusion was caused by other etiologic 
factors the prognosis for orthodontic treatment wouid be proportionately favorable 
as these factors were definitely located, controlled, or eliminated. 


Dr. John R. McCoy: 


Dr. 


Dr. 


There are many cases where growth is far from normal and it is quite apparent 
that some internal deficiency is responsible. Unless these conditions can be over- 


come the prognosis is hardly good. 


Mann: 
Developmental and reconstructive processes are impossible without a normal function- 


ing of the endocrine glands. 


Chapman: 
There is insufficient knowledge on which to base a definite opinion, but I should 
say that extraction (perhaps plus appliances) should enter into the treatment, if it 


will simplify it. 


Dr. Mershon: 


Our best authorities still claim so little definite knowledge of the subject that 
definite opinions are still guesses. 
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What may be said of malfunction of the endocrine glands as a limiting factor? 
(Cont’d.) 


Dr. Hawley: 
Diagnosis too obscure to have great weight. 


Dr. Eby: 
Nothing therapeutically. Causes may be traceably recognized in faulty caleium- 
phosphate metabolism, or in the actual formation of teeth individually: their absence, 
quality, shape and size, which becomes largely a problem of dealing with the effect 
rather than the cause. 


Dr. Lourie: 
Possible difficulties should be explained. I would prefer to postpone orthodontic 
correction if endocrine treatment is contemplated, but the mere possibility of 
endocrine malfunction should not prohibit orthodontic effort. 


Dr. Suggett: 
Malfunction of the endocrine glands would be of the utmost importance to consider. 


Dr. Barnes: 
Malfunction of the endocrine glands is probably a great limiting factor. No evidence 
to date is clear enough to allow positive conclusions. 


Dr. Waugh: 
I studied this subject with a class of three dentists and twelve physicians from 1914 
to 1917, both theoretically and clinically, and came to the conclusion that to the 
present so little is known that is of real clinical value that much of what has 
recently appeared in our literature is guess work. 


Dr. Lischer: 
Endocrinology may shed some light on causative factors, and in some cases of slow 
response to treatment it may finally help us over difficulties, but our present knowl- 
edge is too indefinite to warrant acceptance of its speculative doctrines. 


Dr. Crosby: 
Hypothyroidism may be the cause of much dental caries. Orthodontic treatment 
should not be undertaken until after this condition has been controlled by the 
physician. Orthodontic treatment in cases where there is a taint of hyperpituitarism 
seems to stop the progress of overgrowth. 


Dr. Howard: 
Orthodontic treatment on acromegalics whose hypophysis is in an active state of 
imbalance would have no influence on jaw maldevelopment. Types of dwarfism, be- 
lieved to be caused by a hypofunction of the anterior lobe of the hypophysis could 
not be corrected and maintained orthodontieally. Such malocclusions are distinetly 
correlated. It is quite doubtful whether the majority of cretins and Mongolian 
idiots could be successfully treated, ete. 


). What may be said of cleft palate and harelip as limiting factors? 


Dr. Rogers: 
Orthodontic treatment is practically imperative in cleft palate and harelip suf- 
ferers. Their complete success is practically beyond reach, but frequently prosthetic 
restoration must be resorted to. The degree of success depends largely upon the 
number of tooth germs which are left to continue their normal development follow- 
ing the operation. Some operators destroy tooth germs ruthlessly making ortho- 
dontic procedure extremely difficult. 


Dr. Lockett: 
In cleft palate and harelip cases an orthodontist can only make a big effort to do his 
best for the unfortunate patient. 
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What may be said of cleft palate and harelip as limiting factors? (Cont’d.) 


Dr. 


James D. McCoy: 

Cleft palate and harelip while limiting the possibilities of orthodontic benefits do 
not contraindicate treatment. In fact in such cases the orthodontist may frequentiy 
render services of great benefit. 


. Pullen: 


A harelip presents a definite limitation to orthodontic treatment unless operated on. 
Cleft palate presents many interesting problems in occlusal restorations whether 
operated on surgically or not. 


Dr. Ketcham: 
Patient may usually be benefited through orthodontic treatment. 

Dr. Abell: 
I hope to give a case report on this sometime if I succeed. 

Dr. Kelsey: 
I do not think harelip and eleft palate are limiting factors. I think they are quite 
the reverse; that is, they are conditions which demand our early and long continued 
and best efforts. They are undoubtedly factors limiting the character of results 
which can be obtained, because they vary so greatly as to the severity of the ab- 
normality present. 

Dr. Morehouse: 


In cleft palate cases in which there has been a bony union established it is justifiable 
in endeavoring to improve conditions. The existing conditions in the specific case 
would have to be the determining factor. 


Dr. Ellis: 
Only limiting in that there are usually missing teeth which necessitates the placing 
of artificial substitutes resulting in a partial compromise as compared to the ideal. 
This type of case usually needs the assistance of the orthodontist. “He should be 
ealled in for consultation and corrective treatment at an early age in order that 
orthodontic stimulation may be brought into the case so as to assist in growth and 
development of the arches working with the deciduous and permanent teeth as a 
means to this end. 

Dr. John R. McCoy: 


Only where the patient is willing to wear a permanent retainer is even an ‘‘ operated 
ease’’ of cleft palate going to have results which are satisfactory. 


Dr. Mann: 
From my experience in three cases I have treated they are decidedly limiting factors 
but treatment is certainly not contraindicated. With careful procedure I know that 
much improvement can be accomplished. 

Dr. Chapman: 
These cases present an entirely different aspect of orthodontic treatment and it may 
well be that where there is a good lower arch the upper teeth may be easily placed 
in good relations with the lower ones and retained there by the appliance which 
carries any missing teeth and acts as an obturator. 

Dr. Mershon: 
Where harelip and cleft palate have been operated on much good can be done by 
orthodontic treatment. 

Dr. Hawley: 


All depends on the case. 
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What may be said of cleft palate and harelip as limiting factors? (Cont’d.) 


Dr. Eby: 


Dr. 


Dr. 


Dr. 


My practice is to render the treatment of malocclusions associated with cleft palate 
as simple as possible to be thoroughly effective. 

I believe in expanding the posterior teeth into occlusal positions of mechanical 
advantage, the removal of all remaining anterior teeth poorly invested in or adjacent 
to the site of the cleft, the insertion of a permanent retainer-plate—bearing anterior 
teeth, to produce a maximum improvement to appearance, and the ‘‘explosive’’ 
sounds which require the anterior portion of the palate. I do not believe in 
temporizing methods requiring forever and a day. 


Dr. Lourie: 
Movement of teeth adjoining cleft may be limited. Cleft might be widened by 
orthodontic expansion. Tight lip operation might limit expansion of dental arch. 

Dr. Suggett: 
I am experimenting with a number of such cases at the University of California 
Clinie and there seems to be no doubt that the teeth should be moved into the proper 
position irrespective of the opening up of the cleft and then by means of plates, 
obturators or operations the other abnormal conditions corrected. All such cases 
can be improved by moving the teeth into correct position and straightening out the 
folding and lapping of the soft tissues that cause a continual inflammation. 

Dr. Barnes: 
Necessarily limiting. However, such cases need a limited orthodontic treatment 
which properly given is of inestimable value to such patients. 

Dr. Waugh: 
A sensible, practical result should be the aim. Much can be done in average cases 
to aid proper restoration. 

Dr. Lischer: 


The end results following surgical procedures for congenital cleft palate constitute 
a very trying group of oral deformities for the most skillful and experienced ortho- 
dontists. The very marked reduction in size of the oral fissure after operation for 
harelip adds an additional difficulty of no small amount. The anomalous denture is 
far less accessible in such instances and surgeons should be apprised of the dif- 
ficulties which careless operations produce. 


. Crosby: 


Concensus of opinion among surgeons in this vicinity seems to be that it is quite 
safe and practical to treat cleft palate cases which have not been operated on too 
recently. Harelip must be operated on before retention is placed. 


. Howard: 


Considerable scar tissue of the upper lip will not allow upper incisors to remain 
labially to the lower incisors. I have Dr. Blair of St. Louis to also substantiate my 
own sad experience in this regard. 


6. What may be said of mental deficiency as a limiting factor? 


Rogers: 
Mental deficiency is practically always a limiting factor. 


Lockett: 
I would leave such cases alone. 


James D. McCoy: 
I do not believe that children who are mentally deficient can give the degree of 
cooperation essential to the success of orthodontic treatment. Especially is this true 
of those cases in which the condition is »xaggerated to the extent that they may 
be classified as idiots. 
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What may be said of mental deficiency as a limiting factor? (Cont’d.) 


Dr. 


Dr. 


Dr. 


Dr. 


Dr. 


Dr. 


Dr. 


Dr. 


Pullen: 

Mental deficiency presents a most decided limitation to orthodontic treatment unless 
in the more favorable cases results that may be Obtained may succeed in ameliorat- 
ing repulsive deformities and facial lines to such an extent as to relieve great 
sensitiveness, anxiety, or humiliation of the parents. 


Ketcham: 
Many times patients may be benefited physically and then mentally through im- 
proved health. 


Abell: 

Very likely mental deficiency would interfere with patient’s cooperating in the work. 
to say the least. Often a laxness of facial muscles in certain types would prevent 
permanency of results. 


. Kelsey: 


Some cases which show a very definite retarded mental development have proved good 
orthodontic patients and good results have been obtained. Others have been very 
difficult and some are impossible. 


Morehouse: 
In some cases the results might be worth while. I am treating one now of a very 
pronounced Class IT case. 


Ellis: 
Yes, mental deficiency is decidedly a limiting factor, whether it is of the orthodontist 
or the patient, particularly the former. 


John R. McCoy: 

Lack of cooperation of the patient, the result of mental deficiency is bound to pre- 
vent one obtaining satisfactory results. In most cases I believe that in this type 
treatment is contraindicated. 


Mann: 
I consider that treatment is absolutely contraindicated in these cases. 


Chapman: 
These cases are not suitable for any form of treatment, unless extraction alone will 
give benefits. 


Mershon: 
Are you referring to the patient or to the orthodontist? 


Hawley: 
Depends upon the ease. 


Eby: 

Mental deficiency necessarily plays a very serious part against successful orthodontic 
procedure, including intractability. Absence of cooperation, causes embarrassing 
habits, the value of the results not justifying the effort. 


Lourie: 
Mental deficiency in the patient may make it difficult to work for him and may 
prevent success in cases where his cooperation is absolutely necessary. 


Suggett: 
Mental deficiency would not be a limiting factor if the patient were not violent and 
it was possible for the orthodontist to secure a reasonable amount of cooperation. 
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What may be said of mental deficiency as a limiting factor? (Cont’d.) 


Dr. 


Dr. 


Dr. 


Dr. 


Dr. 


Barnes: 

Notably deficient mental cases are not worth the great effort necessary. Over 
fifteen years ago I treated several such cases with decided improvement in relief of 
nerve strain, breathing, speech, hearing and some improvement in tractability, but the 
great effort made did not seem worth while. 

Waugh: 

I regard mental deficiency as a strong limiting factor. I have become heartless 
enough to want to work for children in whom there is the possibility of vigorous 
useful citizenship. 

Lischer: 


Mental deficiency is a serious handicap and may even preclude treatment. 


Crosby: 

I have had little success in treating mentally deficient children. I do not think our 
treatment alone is of much benefit. 

Howard: 


Mental deficiency, per se, would preclude cooperation. 


What may be said for and against the treatment of adult cases, it being 


Dr. 


Dr. 


Dr. 


Dr. 


Dr. 


Dr, 


Dr. 


Dr. 


understood that some permanent retaining method is required? 


Rogers: 

This can hardly be answered intelligently without considering specific instances, but 
a general statement may be made as follows: Treatment in adult cases where perma- 
nent retentive methods are required is very often of great value to the patient. In 
certain other instances closing up spaces might constitute the best treatment. 


Lockett: 

There are many ways in which adult cases may be treated, most of which may be 
considered as unorthodox. If a case is to be permanently retained it ought not to 
receive orthodox orthodontic treatment. 


James D. McCoy: 
I believe that the universal treatment of adult cases is contraindicated. On the other 
hand I believe that selected cases may be handled with benefit to the patient. 


Pullen: 
Frequently adult cases may be vastly improved by orthodontic treatment even where 
a permanent and preferably a removable retaining appliance is indicated. 


Ketcham: 
If we are true members of the healing art it is our duty to try to help where there 
may be a reasonable hope for success. 


Abell: 
If patient fully understands beforehand that a retaining device must be worn 
permanently or continually, but that the treatment will bring about desired dental 
efficiency or improved cosmetic effects she should be allowed to make deliberate choice. 
Kelsey: 

I recommend treatment in all cases in adults where I believe an improvement can be 
secured both in funetion and in looks; also in cases where the cosmetic reason is the 
only one, providing the patient desires it enough to cooperate heartily. I have never 
seen any ill results follow orthodontic treatment in adult cases. 

Morehouse: 

I do not advocate treatment where permanent retaining is indicated except where 
there is a loss of some teeth and a plate or bridge is indicated. 


1032 


B. Frank Gray 


What may be said for and against the treatment of adult cases, it being un- 
derstood that some permanent retaining method is required? (Cont’d.) 


Dr. Ellis: 
Only in selected cases is it justified. Orthodontic treatment has been available for so 
many years that usually the causes that have prevented treatment during child- 
hood would still be factors that would militate against satisfactory results in adult 
life. Also the tissue changes incident to treatment and retention are not so readily 
or successfully brought about in adult cases. 

Dr. John R. McCoy: 


Only where the malocclusion is quite disfiguring or where one’s livelihood is dependent 
upon one’s comely appearance (stage or screen) do I believe in treatment of adult 
cases. 


. Mann: 


Treatment is probably indicated, each individual case being considered with reference 
to cireumstances governing the case. 


. Chapman: 


These should be undertaken only exceptionally and when the patient appreciates 
the disadvantages of late treatment. 


. Mershon: 


I treat a good many adults, meaning past eighteen years, with very gratifying re- 
sults and without permanent retention excepting where I have worked in conjunction 
with a prosthetic man. 


Dr. Hawley: 
Treatment of adult cases is all right if you understand the limitations. 

Dr. Eby: 
I can only say that I have a personal aversion to adult cases and give them an op- 
portunity to go elsewhere. I am painfully frank and only tackle such work when 
I believe firmly that in the individual case orthodontia has something worth while 
to offer either from a preventive or corrective viewpoint. 

Dr. Lourie: 


Dr. 


Dr. 


If patient understands limitations of treatment and possible danger, the results are 
likely to be gratifying to both patient and orthodontist. 


. Suggett: 


It is perfectly possible to treat adult cases with good results. It is entirely up to the 
patient to decide if he would value the results enough to put up with some mild 
form of retainer indefinitely. I have a patient who had a maxillary lateral ex- 
tracted with the result of a collapse of both arches. The correction has resulted in 
such wonderful improvement in her whole face that she says she would willingly 
wear a Hawley plate at night indefinitely. 


. Barnes: 


Treatment of adults is generally not advisable. Too many conflicts with appoint- 
ments. A few cases need a limited treatment so much that this should be given if 
hearty cooperation is assured. Patients fourteen years and over are almost as un- 
satisfactory as adults. 


Waugh: 

Very much is possible in adult cases, and treatment is the duty of the orthodontist. 
Removable retainers are a great boon to this part of our work. 

Lischer: 


The number of adult cases requiring permanent postoperative maintenance is not 
very large, because the total number of adult patients accepting treatment is, com- 
paratively, small. Extensive mechanisms should not be considered permissible, unless 
they are of the removable type. 
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What may be said for and against the treatment of adult cases, it being un- 
derstood that some permanent retaining method is required? (Cont’d.) 


Dr. Crosby: 
Treatment for adults is more painful. Unless they are very much in earnest their 
complaint of the discomfort while wearing appliances is likely to do your practice 
more harm than good. 


Dr. Howard: 
I have never seen a ease of this type which I thought justified the effort. I flatly 
refuse such cases. 


8. What may be said of the lack of cooperation of patient or parents as a 
limiting factor? 
Dr. Rogers: 
Lack of cooperation of the parents or patient is perhaps more often the cause of 
failure in orthodontic treatment than any other single factor. Unless such parent 


or patient can be reeducated and given an appreciation of what the operation really 
means to the patient it would be better in such cases to terminate the relationship. 


Dr. Lockett: 
You must have cooperation to get and give the best results in the interest of the 
parent and the patient, and if you do not get it all three parties suffer. 


Dr. James D. McCoy: 
I am inclined to believe that noncooperating patients are the most frequent cause 
of orthodontic failures. Where this characteristic is unmistakably manifested ortho- 
dontic treatment is contraindicated. 


Dr. Pullen: 
Lack of cooperation of patient or parents is a direct cause of failure in obtaining 
satisfactory results in some eases. 


Dr. Abell: 
If I knew at the beginning of a case I should not have cooperation of patient and 
parents I would never start it. Life is too short. 


Dr. Kelsey: 
A lack of cooperation makes the best results impossible, and if carried far enough 
prevents any results at all. A persistent lack of cooperation has caused me to discon- 
tinue the treatment of a few cases. 


Dr. Morehouse: 
Cooperation of patient and parent is of utmost importance, but this usually can be 
obtained. 

Dr. Ellis: 
Full and hearty cooperation is necessary. Otherwise partial or complete failure will 
be the result. If all efforts to gain the most necessary cooperation fail the case 
should be dismissed, which resultant would serve the best interests of both ortho- 
dontist and patient. 


Dr. John R. McCoy: 
I believe that cooperation of both patient and parent is essential in the accomplish- 
ment of the best results, but of course it is possible in some cases to get results 
without this cooperation. The busy orthodontist who wishes to enjoy his practice 
should dismiss these cases as such harsh treatment may cause these same patients 
and parents to cooperate later with another orthodontist. 


Dr. Mann: 
Cooperation of parents and patient is essential and lack of it must be considered a 
limiting factor. 


| 
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What may be said of the lack of cooperation of patient or parents as a limit- 
ing factor? (Cont’d.) 


Dr. 


Dr. 


Dr. 


Dr. 


Dr. 


Dr. 


Dr. 


Chapman: 

Lack of cooperation shows indifference, from which I draw the inference that treat- 
ment had better be abandoned, or confined to a short and simple treatment, which the 
orthodontist may reasonably hope to complete. 


. Mershon: 


Without the cooperation of parent and patient your case is a failure before you start. 


Hawley: 


It excludes them. 


Eby: 

A great deal may be said on the subject of lack of cooperation. It is better to 
quit, always. Independence of a certain kind, the absence of temporizing and 
expeditious procedure are too important factors to be over-run by willful indulgence. 


Lourie: 
Cooperation of all concerned is always necessary for best results and in some cases 
little can be accomplished without it. 


Suggett: 

If patients will not cooperate, then it is hopeless At This Time, but it does not 
mean that the noncooperating patient of today will not be satisfactory in six months 
or perhaps a year. There must be cooperation to get results. 


. Barnes: 


It is unwise to treat any case without cooperation of both patient and parents (note 
the plural). School cooperation is very necessary also. 

Waugh: 

Good cooperation is a prerequisite, and unless it is given, it is understood in my prac 
tice that I may discontinue my efforts. 


Lischer: 


My office records prove conclusively that good results and hearty cooperation on the 
part of parents and patients go hand in hand. The beginner should plan a routine 
of procedure which leads to a cordial working together. It is extremely difficult for 
a busy practitioner to inaugurate such a routine after the burden of his practice 
becomes established. 


Crosby: 

When there is such lack of cooperation one should drop the case if he has the courage. 
Howard: 

Everything from damn right on through the total vocabulary of profanity, then dis- 
miss the ease. 


9. What special qualifications are requisite in the orthodontist himself before 


Dr. 


he undertakes treatment of these advanced cases? 


Rogers: 

Without attempting to specify all the qualifications necessary for a successful ortho- 
dontist, I will name a few that I consider of extreme value. First, an insight into 
human nature, particularly that of children. Second, a certain fondness for children 
which is conditioned upon an inherent determination to help them whenever possible. 
Mental equipment which is not easily discouraged and which is analytical in nature, 
and above all things honest. That service and not financial success shall be his 
underlying motive. He must have technical ability and be sufficiently acquainted 
with the collateral sciences to comprehend his field as a science worthy of his finest 
efforts. 


) 
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What special qualifications are requisite in the orthodontist himself before he 


undertakes treatment of these advanced cases? (Cont’d.) 
Dr. Lockett: 
I think the most important special qualification requisite before a man becomes a 
practicing orthodontist is to be a general practitioner of dentistry first. As a general 
practitioner practicing orthodontia, most of my life has been spent in discovering 
how little anybody knows about treatment of cases which will give the patient a 
permanent result in adult life, and until we can give this security of success to our 
patients we deserve all that comes to us in this world and the next! 
Dr. James D. McCoy: 
To my mind the qualifications of an orthodontist whether he handles adult cases or 
cares only for the mouths of young children would be the same. 
Dr. Pullen: 
The orthodontist should have as his best qualification experience in somewhat similar 
eases. Lacking this he should not experiment, but seek the advice of an orthodontist 
of greater experience who has cultivated an assured judgment in regard to the cases 
of advanced age which cannot fail to be of value to others of lesser experience. 
Dr. Ketcham: 
Knowledge, skill, experience in treating simpler types of cases. 
Dr. Abell: 
He should ‘‘ know his onions.’’ 
Dr. Kelsey: 
Patience and perseverance, but chiefly he should be a good orthodontist. 
Dr. Morehouse: 
The same qualifications are requisite as for other cases. If he is to be a success, 
honesty with his patients as to the prognosis and patience to stay with the case to 
the end, likewise foresight as to the results he can give. 
Dr. Ellis: 
The same qualities are requisite as for the successful treatment of any and all 
orthodontic cases: education, love and enthusiasm for his specialty, experience and the 
complete understanding of all the necessary factors in etiology, development, growth, 
the tissue changes incident to and following orthodontic stimulation, together with 
other requisites too numerous to mention, and particularly good judgment and common 
sense. 
Dr. John R. McCoy: 
Unlimited patience, ingenuity, strong personality and a knack for detail. 
Dr. Mann: 
Much may be said of that! 
Dr. Chapman: 
He needs a knowledge of the changes, physiologic and pathologic which are likely 
to occur as a result of increasing age and be able to judge to what extent he is 
accelerating those processes as a result both of tooth movement and retention. This 
knowledge is probably best obtained in the practice of general dentistry and ortho- 
dontics combined. 
Dr. Mershon: 


I am afraid to answer this question because it would disqualify me! 


: 
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What special qualifications are requisite in the orthodontist himself before he 
undertakes treatment of these advanced cases? (Cont’d.) 


Dr. Hawley: 
He must be an orthodontist in fact! 


Dr. Eby: 
Knowledge, background, vision, experience, including an intimate knowledge of ali 
biologic and morphologic facts producing a state of normal in the maxillofacial 
tissues. 
All disturbances of any nature which make against the existence of normal in the 
same area. 


A perfect insight into the laws of growth and development and the vital behavior 
of the teeth and overlying tissues. 

Sufficient depth of knowledge to apprehend the correct positions of teeth, and the 
adoption of such methods of treatment prescribed by known facts which will assist 
nature in the simplest effective manner to the accomplishment of her own inherent 
desires. 


To have knowledge enough to know what to do. 

To have knowledge enough to know what not to do. 

To yield to no empirical mandates. 

To realize that he is working on a fellow human being. 

To realize the vast depth of orthodontia as a prescribed therapy and that it is not a 
patent medicine. 


Dr. Lourie: 
Sympathy, and confidence that something worth while may be accomplished. 


Dr. Suggett: 
That is a hard question. I do not think it necessarily requires any unusual skill. 
It is the mental attitude. I like to ‘‘putter’’ with such cases. It interests me. I 
keep careful records and I think I can show there are no impossible cases. They 
may not result in 100 per cent, but they will be improved 25 per cent, 50 per cent and 
75 per cent. 


Dr. Barnes: 

If this includes all cases, the answer is: 

The orthodontist must first be a clean man of professional tendencies rather than 
commercial. He should have had some technical training before the dental or ortho- 
dontic. He should have an acute sense of form. He should be sympathetic. He 
must have the interest of his patients at heart and realize that a proper financial 
return is only the reward for conscientious treatment given, not the main objective 
of that treatment. 


Dr. Waugh: 
A comprehensive grasp of physiologic function of the oral cavity, based on knowledge, 
skill and judgment. 


Dr. Lischer: 
The successful conduct of a general practice for at least five years is probably the 
best training for an orthodontist. The responsibilities incurred in trying to keep 
a mouth well when the ‘‘fates’’ seem to decree otherwise will provide him with 
qualifications which are indispensable. 


Dr. Crosby: 
He should have had some experience in general dentistry before taking up orthodontia 

and be sure that he is working with a practitioner who has the vision and ability to f 
make a practical retention unless the orthodontist is to do the work himself. . 


| 
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10. Please name any other types of malocclusion we ought not to treat, add- 
ing any comments you desire to make. 


Dr. Pullen: 
It seems reasonable to suggest that severe adult malocclusions of the distoclusion 
types with deep underbites, extracted lower first molars, and especially those in which 
heredity may be assumed to be a strong causative factor, might better be left un- 
treated, or referred to the prosthetist and oral surgeon. Also, cases of children or 
adults who are suffering from the ravages of tuberculosis or other debilitating or 
chronic disease should not be subjected to even the slight strain of treatment. 


Dr. Abell: 
I always hesitate to begin pronounced open-bite cases, unless, of course, it was caused 
by some habit of lip or tongue, etc., that a strong-willed patient would give promise 
of overcoming. 


Dr. Kelsey: 
I know of no type of malocclusion that we should not treat, though there may be 
individual cases belonging to any type in which for one reason or another treatment 
in contraindicated. 


Dr. Morehouse: 
In cases where radiograms indicate short roots or where absorption has started on 
the roots, I do not advocate treatment. 


Dr. John R. McCoy: 
I think that before treating each and every case of malocclusion the orthodontist 
should put this question to himself: ‘‘ Will this child be benefited materially by 
orthodontic interference???’ 


Dr. Mann: 
In my opinion all circumstances which may influence the judgment of the operator 
must be given careful consideration in determining what cases should or should not 
be treated. 


Dr. Chapman: 
Certain other types of malocclusion we ought not to treat are: 

a. Cases in which the error is slight. 

b. In hospital practice in this country (England) long orthodontic cases are not 
practicable in many of the cases—parents cannot afford the time or money 
for it. 

ce. A small proportion of cases so severe (e.g. Class II, Div. 1 and Class III) 
that they may be classed as marked facial deformities, as well as orthodontic 
deformities, which offer little hope of improvement unless treated early. 


Dr. Eby: 

Treatment contraindicated: 

Not before age of eruption of six year molars unless under very urgent conditions. 
Many cases from seven to ten where nature could be given the benefit of the doubt. 
Most cases begun after the absorption of roots of deciduous molars, from nine to 
eleven plus. 

Few cases ever indicated from ten to twelve when roots of deciduous molars and 


canines are absorbed or being lost. 

No advanced adult cases of the routine variety unless the preventive value of serious 
impending disaster or a strong predisposition toward self-retention will justify the 
effort. 


Dr. Lourie: 
f Excessive development of jaws or processes is the only type in which I have advised 
against orthodontic treatment, though in many cases I explain its limitations. 


f 
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Please name any other types of malocclusion we ought not to treat, adding 
any commets you desire to make. (Cont’d.) 


Dr. Suggett: 
The only cases I can think of would be where caries are rampant. 
There have been a great many sweeping assertions made offhand of what can or what 
cannot be done in orthodontics. These often emanate from laziness or lack of 
interest in doing a difficult thing. If a man is interested in his art the difficult 
things should be the ones that fascinate him. 


Dr. Barnes: 
Extreme maxillary deficiencies, mandibular deficiencies, open-bites and overbites all 
contraindicate really successful orthodontic treatment. We may improve these cases 
somewhat but the results do not even approximate the ideal and patients should be 
informed. of this before treatment starts at all. Cases in which an exceptional 
number of permanent teeth are missing should be given only limited treatment to 
lessen the evil and permit better prosthetic substitutes. 
A general condition of tooth decay is a condition in which it is unwise to start or 
continue any extensive orthodontic treatment. 
Patients eating chiefly white bread, meat, potatoes, rice, peas, beans, and excessive 
sweets do not respond well to treatment. 


Dr. Lischer: 
The vast majority who seek orthodontic service are of an age when mixed dentures 
are the rule, that is, nine years, or less. Unless extreme deformity presents or is 
impending, the operator should weigh all factors very carefully and ask himself the 
questions: If I observe this case for six or twelve months may it not be possible 
to avoid treatment; or at least reduce the time required very materially? 


DISCUSSION 


Dr. James David McCoy.—Our essayist has brought to our attention one of the most 
important subjects which faces our specialty. Any statement that some cases of maloccluding 
teeth should not be subjected to treatment will doubtless be received by the layman, by 
dentists in general, and by some inexperienced orthodontists, with great surprise. Such 
an idea stands in such striking contrast with the popular conception of orthodontic pos- 
sibilities and requirements that in many quarters the viewpoint will doubtless be questioned. 
The old idea that orthodontic treatment is largely a mechanical process whereby teeth may 
be moved into correct occlusion provided appliances are operated with reasonable skill, and 
if held there long enough through a period of so-called retention, will become fixed in the 
new relationship, is all too prevalent even today. Furthermore, this misconception is 
being constantly contributed to by some manufacturers of appliances and by laboratories 
‘atering to the general practitioner so that no immediate relief from the situation seems 
imminent. 

If the orthodontic problem were the simple thing we considered it twenty years 
ago, it is doubtful whether our essayist would ever have felt called upon to make this 
contribution. Perhaps it has required a good part of these years to bring many of us to a 
realization of our limitations in so far as our specialty is concerned. The mere fact 
that we do realize these limitations: is perhaps the healthiest symptom we could have 
for it cannot but act as a stimulus toward continued effort which will lead to brighter 
developments in the future. It was only a comparatively few years ago that orthodontists 
in general were reasonably satisfied with what was acclaimed to be a reasonable explana- 
tion of the causes of malocclusion. Today, however, we freely admit that aside from 
certain generalized classifications in which we include for purposes of description (a) 
predisposing and (b) determining causes in which unknown factors participate, we have 
not traveled far enough in this particular field to be exultant over our accomplishments. 
We know that frequently there is no definite dividing line between these two groups of 
causes for they may merge in some instances to the extent that they cannot be differentiated. 
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Even if we feel that predisposing causes form a class quite distinct from determining 


‘auses and that in the majority of instances the parts affected have first been subjected 
to them, thereby making them vulnerable to the effect of determining causes we cannot 
yet with reasonable accuracy tell when their influence has terminated. 

In viewing the prognosis of orthodontic treatment in its relationship to this one 
phase of the subject, we are brought to realize how complex a problem we face, even 
in our simpler cases. If the experience of passing years is to prove helpful to us all 
in the highest possible degree, it will be necessary to duplicate just such helpful efforts 
as that which Dr. Gray has inaugurated with this paper. As the one who is privileged to 
open the discussion of it I have, of course, seen the manuscript in advance and have 
been privileged to read the questionnaire and the responses made to it by some of our 
most representative practitioners. While the essayist may incorporate some of the material 
gained by this cooperative effort in his further discussion it will be quite impossible for him 
to give it all to you because of limited time. At the time the paper is published, how- 
ever, these answers can all be read with profit. 

Dr. Gray has outlined ten very pertinent and practical questions pertaining to ortho- 
dontie practice. Each of us meet some of them very frequently and must make decisions. 
We might all individually differ as to the importance of these questions but perhaps the 
one which we are called upon most frequently to meet is the first—namely, ‘‘Age as a 
limiting factor so far as it relates to early childhood; that is, from three to six years of 
age.’’ Within the memory of many of. us the idea was promulgated that orthodontic 
treatment should not be undertaken until all of the permanent teeth, with the exception 
of the third molars, had erupted. From this viewpoint we then saw the pendulum swing to 
the other extreme—namely, that treatment should be instituted at the earliest manifesta- 
tion of malocclusion even if the deciduous teeth only were present. Great stress was laid upon 
the so-called advantages to be gained through orthodontic intervention at this period and 
literally hundreds of children were subjected to such treatment. The logic of such practice 
when applied to all cases proved disappointing as was evident by a protest voiced in 1914 by 
Dr. Kemple who read a paper before this organization entitled ‘‘A Consideration of the 
Early Treatment of Malocclusion’’ in which he protested this viewpoint and pled for a 
saner consideration of the problem. So deeply rooted had the idea become that a veritable 
storm of protest was voiced by many practitioners against his stand. It is interesting to 
note the final conclusion of his paper which reads as follows: ‘‘I am firmly convinced that 
a large percentage of the treatment of cases of so-called malocclusion in the mouths of young 
children is entirely unnecessary and that in many of these cases nature would and could 
do the work far better than any orthodontist could possibly do it.’’ 


I believe the sanity of this conclusion has been growing since that day and that 
experience has brought us to a more rational viewpoint which is not represented by either 
of the two extremes which have been designated as most advantageous for treatment. 
Personally, I feel that to place appliances upon deciduous teeth simply because develop- 
mental spaces are not apparent at the time they supposedly should appear is decidedly 
questionable practice. Even in cases at this early age where malocclusion is present I 
am inclined to think that unless it is very extreme, orthodontic interference is not justified. 
In many instances coming under my observation including mild distoclusion cases as well 
as those representing the opposite condition, viz., where the upper deciduous incisors close 
in a lingual relationship to the lower incisors, I have seen self-correction take place at 
the time of eruption of the first permanent molar and the permanent incisors. 

My present plan, therefore, is to keep such cases under frequent observation, seeing 
them twice a year or more frequently if necessary and as long as any improvement is 
apparent I let them alone. In those deciduous cases where the deformation is so marked 
that a functioning of the parts is seriously interfered with, I believe that we are justified 
in placing appliances and moving the teeth. Only once during the last five years have I 
felt impelled to do this and in that instance the case was characterized by all of the lower 
teeth completely telescoping the uppers so that mastication not only with the lower 
molars but also with the incisors was against the oral mucus membrane. This was x2 
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congenital condition and when the child was brought to me at the age of four I felt 
impelled to place the teeth in occlusion and did so. I feel quite certain, however, subsequent 
orthodontic treatment will also be necessary. 

The scope of Dr. Gray’s paper is such that a discussion of all its important con- 
siderations by one man is out of the question. I will, therefore, not attempt to go further 
into the questions nor discuss the data accumulated by the questionnaire but rather 
recommend this for your earnest consideration and study at the time of publication. 


Dr. V. E. Barnes.—Possibly I have been responsible for as much of the idea of the 
growth spaces necessary for proper development as any one. I want to say to Dr. McCoy and 
anyone who claims those growth spaces are not necessary, take your casts, watch your 
cases, and measure and chart your casts, and I think you will change your opinion; I had 
to change mine. I took casts at intervals of six months and a year, measured them and 
found in many of them the arches were narrower or no wider than they had been before. 

What are the growth spaces for anyhow? They are a provision of proper bone de- 
velopment to let the permanent teeth develop without stress and without lateral contact as 
they erupt. Any other development is abnormal. I will stand on that; disprove it if you 
ean. No one has yet shown proof to the contrary. If you will chart your teeth, chart 
your arches and study normals as I have been doing, and as Stanton is doing—he knows 
the shape of the arches—you have got to come to some different conclusion as to the size 
and form of the arches in the normal than you have now. 

If you have no spaces in these deciduous dentures, you have stress eruptions. They 
are the minor phases of impactions. I regret there was no opportunity to study this paper 
and present a written discussion. I assure you that in the future I will have some casts 
that will show you some of these things, and I will be glad to meet opposition. 


Dr. Samuel J. Lewis.—I would like to ask Dr. Barnes at what ages he took the casts, 
where he found the growth spaces necessary and the changes? 


Dr. V. E. Barnes.—Some of them were three, four, five years, and up. 
Dr. Samuel J. Lewis.—Do I understand you found the width changing in these arches? 


Dr. V. E. Barnes.—I did. 


Dr. Samuel J. Lewis.—This is a very vital question to me because in the last three 
years Dr. Ira Lehman and I have been observing a group of children in Detroit at the 
Merrill-Palmer School with a view of finding out what happens to their dental arches. 
These children range in age from three to five years, and while under observation are not 
under orthodontic treatment. It is proposed that we continue this study for a period 
of at least ten years, accumulating a record of models and anthropometric measurements. 
We have now finished our third year of study, and while our observations show, or rather 
prove to us at least, that there is very little width change in the dental arch between the 
ages of three and five, yet we have not arrived at any definite conclusions about anything 
concerning growth and development. We are not concerned at the present time with 
the question of whether or not we should treat early, but we are concerned with the question 
of what takes place in the dental arches during early and late childhood. I do not agree 
with Dr. Barnes when he says that these width changes take place in the deciduous arch. 
They do at times, but they are not necessary for normal development in every case. 

Judging from the evidence we have at hand, there has been practically no change 
in the width of the dental arches between the ages of two and a half to five and a half 
years. Where we are going to end I do not know, but so far our observations have not 
agreed with those of Dr. Barnes. We are not ready as yet to present our work, but we have 
not seen these width spaces so far, and certainly some of our 200 children are going to 
develop normal dental arches. 


Dr. V. E. Barnes.—Wait and see them. 


Dr. Ralph Waldron, Newark, N. J.—I was very much surprised some years ago 
at a statement made by the late Dr. E. A. Bogue, wherein he stated that in normally de- 
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veloped dental arches, he had found practically no difference in the widths of the deciduous 
arches, and those of their permanent successors. 

In other words the width of the deciduous arches measured at the second deciduous 
molar area was, at the age of five years, as large as the permanent arches measured at 
the second premolar area at adult age. 

This statement was so startling to me that I selected twelve children whose dentures 
seemed to be as near normal as possible and I took impressions at four and five years 
and at thirteen years. I could only take impressions on six as I could not find any 
more at that age and one of these two was my daughter whose impressions I now have 
at the age of three, four, five, thirteen and sixteen years. 


The average widths of these teeth at various ages were as follows: 


Canine Width Deciduous Molar Width 
314% mm. 45 mm. 
At 4:06 33° «mm. 46 mm. 
At & years 33° mm. 46 mm. 
At 13 years _.__.__.__._. 35 mm. 46 mm. Per. premolar 


These findings will almost bear out the statement of Dr. Lewis and they practically 
agree with those made years ago by Dr. Bogue. 


Dr. Samuel J. Lewis.—I think this matter is germane to the subject. So far as 
growth and development are concerned, I can say that we know very little about it. It does 
not matter what Dr. Barnes says, what I say, or what Bogue or any one else says. Tangible 
evidence is what counts. I for one was a follower of Bogue in 1912, but I am not any 
more. In our study at the Merrill-Palmer school we are concerned with Bogue’s norm. 
We do not know whether Bogue’s norm is right or wrong, but we are putting it to the acid 
test of science. We are tabulating every case in our collection, and once a year we are 
measuring the width between the upper second deciduous molars on the palatal portion, 
the same as Bogue did. We are tabulating by age each individual case, and at the end of 
ten years we hope to be able to show the changes that have taken place. We can test 
Bogue’s theory beautifully because unlike his cases, none of ours will be under treatment, 
and further we will have successive models of all these cases made from plaster impressions. 
In this way we will be able to find out how many of our cases below the 28 millimeter 
norm of Bogue have developed into normal occlusion, and how many into malocclusion: 
also how many over the 28 millimeter norm have developed into normal or malocclusion. 
That is the only way we can test out these theories. It takes time, but when we have 
the evidence it won’t be a matter of taking things for granted: the proof will be there 
for any one to see. We are going to be able, at least, to tell you something about the 
particular group we are studying. Until then, or until someone else does this type of 
work, I do not think we have any right to say this or that takes place; we just do not 
know for sure. The literature does not contain any proof of these things to date, and 
I have just recently gone over an accumulation of the last twenty-five years. 


Dr. L. M. Waugh.—I view it from two aspects, the developmental and the practical. 
I said yesterday that scientific facts, those found as a result of research, are valuable 
to us only in so far as we can use them in practice. 


I shall speak for just a minute on the embryologic side, and then on the practical 
side. First, the embryologic side is this: that when the tooth erupts its crown is as 
large even before the time the cusp peeps through the gum as it ever will be. The 
permanent teeth are larger than the deciduous teeth. If teeth do not have sufficient jaw 
area to come properly into place, naturally one of three things must occur. They must 
come in (a) out of alignment, (b) they must be rotated or (c) temporarily retarded in 
this eruption. 


The deciduous incisors are smaller than the permanent incisors. The urge that causes 
the development of the jaw is the growth of the tooth follicles, principally. If the space 
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between the cuspids does not occur just prior to the period at which the permanent successors 
shall erupt, then there is not sufficient jaw area for the accommodation of the permanent 
tooth. That is embryologically correct and physically correct. 

With regard to the development we expect to see in our practice and from observation, 
I did not agree with Dr. Bogue twelve years ago. I partly agree with him now, and 
think his theory is correct but not always applicable. 

We know the bony development in one child is two or three years beyond that of some 
other child—that is taking the physiologic age of six. If the physiologic age of six shows 
no spacing of the deciduous incisors, I believe that that is the time to begin the develop- 
ment of jaw area between the cuspids, the intercuspid space being increased so there shall 
be space for the incisors. 

I believe with Dr. McCoy that a careful checking up is necessary. When I have a 
patient come to me in which the deciduous teeth themselves, the incisors, are either rotated 
or not in nice alignment, and the general physical condition shows retardation in bony 
development, I believe it is sometimes wise to place a simple appliance, a lingual arch 
with two little auxiliary springs, not at five years of age but at six or six and one-half. 

When patients come at four and four and one-half and there is threatened unde- 
velopment, we make radiograms and casts, sometimes photographs. Those are watched, and 
if there is no indication of development when that child has reached six, I believe it is a 
sound principle for treatment, that we should aid in our treatment by doing what nature 
wanted to do, but for some reason was unable to have done. Our incisors are coming 
in out of the line of the curve of the arch, or rotated, or will be temporarily retarded 
in their eruption. 


Dr. B. Frank Gray.—I enjoyed Dr. McCoy’s discussion very much as I did the points 
brought out by the other gentlemen. While the discussion seems to have revolved about the 
point of one question, the very early treatment of children, I am glad we apparently have 
got somewhere toward clearing up the matter a little more definitely. 

I noted Dr. Barnes’ and Dr. Lewis’ little difference of opinion, which is all helpful 
in the end. Dr. Waugh’s view, I think, is a very, very sane one. It strikes me as being 
an important discussion of this particular question. My own feeling has been that pos- 
sibly many of us, not only the younger orthodontists, but some of the older ones, were 
floundering about trying to treat unnecessarily the very, very young dentures. I think 
the view as Dr. Waugh has given it to us is one that we will all do well to keep in mind. 

This brings me to the concluding thought I will present, and that is we have great 
need, I think, for research problems being worked out not alone along those difficult lines 
like endocrinology, but in some of the practical everyday questions, such as those that 
were discussed, and those that were referred to in the paper. I believe they will all be 
helpful. Thank you. 
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PRESIDENT’S ADDRESS BEFORE THE SOUTHERN SOCIETY OF 
ORTHODONTISTS* 


By Harry A. Houper, D.D.S., NAsHviILLE, TENN. 


T HAS been the custom to reserve a certain amount of time at the opening 
session of this Society for the president to present an address upon some 
subject that he may deem appropriate. 

When the Board of Censors met to arrange the program for this meet- 
ing, they found that more papers had been secured than could be given in 
the time at their disposal. The question then arose of eliminating one of the 
papers. It did not appear to be the proper or courteous thing to do, after 
having invited the essayists to prepare their papers and after they had spent 
considerable work upon them, to notify one of them that his paper could not 
be used, so I suggested that the time which had been allotted to the presi- 
dent’s address be utilized in the presentation of one of these papers, and in 
that way two essays could be placed upon the program for this morning in- 
stead of one. 

The Board of Censors very kindly agreed to this arrangement, and I am 
therefore going to use only enough time to offer one suggestion which I think 
the Society should consider and act upon. 

For several years there has been some discussion in our Society as to 
whether members of the profession living outside the Southern territory 
should be admitted to membership. There have never been many men out- 
side our territory to apply for membership, but a few from other sections 
have attended our meetings regularly, and have expressed their desire to 
join the Society, and assume their share of the obligations. Some of the 
Southern members have taken the position that the membership should be 
limited to men in the Southern territory. 

The by-laws do not cover this subject and in view of the discussion that 
has arisen in the past, I think the Society should go on record in this matter. 

Personally, I am of the opinion that the Southern Society of Orthodon- 
tists, being a scientific body, should welcome into its ranks any member of 
the profession who ean pass the necessary qualifications, regardless of his 
place of residence. 

My idea of a Southern Society (and I think this was the idea in the 
minds of most of the men who participated in its organization) is a Society 
that will always hold its meetings in the Southern territory, where the mem- 
bers will not have to travel long distances to attend the meetings, but a 
Society which, if by the character of its programs and the personnel of its 
membership, causes men from other parts of the country to apply for mem- 
bership, should feel it a compliment that these applications have been re- 


*Read before Southern Society of Orthodontists, Asheville, N. C., 1927. 
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ceived, and should welcome all worthy applicants. I, therefore, recommend 
that an article be incorporated in the by-laws, making our position clear in 
this matter. 

I cannot let this opportunity go by without expressing publicly, as I 
have already done privately, my thanks to those officers of the Society who 
have rendered such valuable assistance during my administration. I want 
to express my appreciation especially to the members of the Board of Cen- 
sors, whose untiring efforts and hard work have done much to make this 
meeting the success I confidently hope and expect it to be. 

I also want to express my thanks to the essayists and clinicians who are 
to appear upon our program. Some of them have traveled long distances to 
be with us, and on behalf of the Society, I thank you for your presence, and 
hope your visit among us will be very pleasant. I hope our discussions will 
be as full as the time will allow. I feel that in a scientific body one of the 
chief values of the meeting is the discussions. We do not all have the same 
ideas about the subjects presented, but we can make our meetings a clearing- 
house, and no one who has the true scientific spirit should object to discus- 
sions or constructive criticism of his methods by those who hold contrary 
views. 

Let me eall your special attention to the tonic discussion or round-table 
which will be held this evening. This is the first time this method has been 
tried in our Society, but I hone it will prove so interesting and valuable that 
it will be made a part of our program each year. 

The large amount of material presented this year necessitates the prompt 
opening of our sessions, and [ ask vour cooperation in this to the end that our 
program may be kept as nearly up to the scheduled time as possible. 


Chicago Dental Society 
The Annual Midwinter Meeting and Clinie of the Chicago Dental Society 
will be held at the Drake Hotel, Chicago, January 24, 25, 26, 1928. Dr. 
Arthur D. Black is chairman of the Program Committee. 


All members of the American Dental Association are cordially invited to 


attend this meeting. 
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RELATION OF PEDIATRICS TO ORTHODONTICS* 


By Lewis W. Euias, M.D., ASHEVILLE, N. C. 


EDIATRISTS are closer to orthodontists in at least one point than they 

are to the general dentist in that the orthodontist’s work is confined largely 
to children. While doctors and dentists alike are engaged in trying to cure 
diseased conditions in the human body, they both go a step further and are 
trying to achieve a nobler ambition, namely: the prevention of these diseases. 

Since this paper can add nothing at all in correcting orthodontic conditions, 
it will be limited to a brief consideration of preventive measures from the 
pediatric standpoint. With this in mind what shall we attempt to prevent? 
To know this we must consider the diseases which affect children’s teeth. 

The factors back of orthodontic conditions are numerous and various. 
Many we probably do not know, and many more we have only partly guessed. 
Heredity is one. But this we can affect so slowly that it seems almost hope- 
less at present. But there are others that we do know about and ean help, 
such as thumb-sucking, contagious and other diseases, malnutrition, adenoids, 
rickets, and a host of others that more or less affect the teeth, which can 
and must be corrected, if one does his duty as a modern orthodontist. Let 
us consider a few points in regard to preventing the troubles enumerated. 

Thumb-sucking can be prevented by calling the mother’s attention to 
the importance of the habit. Feeding the baby more food, if the thumb- 
sucking is due to hunger, and this is often a part of the causative picture. 
Once the habit is formed, it is to be cured by any of the simple measures that 
constantly prevent its repetition, such as splints on the arms, metal balls on 
the hand, silver chains on the thumbs or small rubber tubing fastened on 
With adhesive, and such outfits. 

There is an ever-increasing number of contagious diseases which can be 
controlled. Smallpox is entirely preventable, diphtheria also, by the use of 
toxin-antitoxin, and this should be given all children, as there are still from one 
hundred fifty to two hundred thousand eases in the United States yearly. A 
slogan has gone abroad which all should champion; namely, ‘‘No diphtheria 
by 1930.’’ This is entirely possible. Searlet fever can usually be prevented 
after known exposure as well as greatly relieved after it develops. Typhoid 
is largely prevented by vaccination. Hope is dawning that measles may soon 
come under control. 

While as vet we ean do little to control such diseases as influenza, pneu- 
monia, and other severe illnesses, much can be done to counteract their after- 
effects. This will be mentioned later. 

As regards malnutrition, in most cases, much can be done. Here, the 
first thing necessary is education. If the proper attitude is developed in the 


*Read before the Southern Scciety of Orthodontists, Asheville, N. C., February 20, 
March 1 and 2, 1927. 
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public, such cases will be watched for and checked in the beginning. A very 
simple test that all may apply is to weigh and measure the children at least 
monthly and compare this data with the age. This is easy, and is univer- 
sally applicable, and when mothers understand the importance of applying 
the test, we will have taken a long step forward. 

Not only do adenoids cause malformation of the nose, roof of mouth, 
and dental arch with malocclusion, but the presence of adenoids predisposes 
to frequent, sometimes almost continuous, colds which further intensify the 
deforming effects of adenoids. This will be ably described by Dr. Briggs 
tomorrow. Adenoids, with enlarged and diseased tonsils, increase the chances 
of contracting the contagious diseases of childhood with their baneful effects. 

Dental caries is too common a cause to mention except to say that you 
know the importance and the preventive measures of this better than anyone 
else in the world. One point, however, I will emphasize later. 

Rickets predisposes to respiratory diseases of chest and nose as well as 
to adenoids, anemia, ete., and so, both directly and indirectly help to produce 
dental pathology. The deciduous teeth in rickets are usually good, being 
formed before birth, and so, before the advent of rickets, but the second set 
are frequently defective in dentine, as would be expected when influenced by 
a disease that develops between the sixth and the eighteenth month. 

Calcium metabolism is affected more or less by all the conditions men- 
tioned—by rickets especially, but largely also by contagious diseases or any 
serious disorder as well as pyogenic infection, or in fact any overload which 
tends to reduce the calcium level in the blood and so causes the blood to filch 
ealeium from the bones and teeth. 

We now come to a consideration of a cause back of so many orthodontic 
conditions; namely, imperfect calcium metabolism. Here I wish to suggest a 
factor that I think will assume large proportions in the near future, even 
rivaling food. What I am giving now is theory, arrived at by inference, 
rather than by direct proof. Work is in progress along this line, but as yet 
no data are available. However, the theory, if carried out, is not only harmless 
but extremely beneficial to all children, in many directions; and it seems 
plausible that it should prove very valuable from an orthodontic standpoint. 

It is a well-known fact that sunshine assists powerfully in metabolizing 
ealecium. Sunshine, by increasing the appetite and body metabolism, assists 
in the extraction of calcium from the food and so supplies the bones and 
teeth with the necessary calcium for growth, and by the same process, main- 
tains the necessary blood calcium level. For this reason it is a specific in 
rickets. It aids the body in restoring the calcium balance, which is usually 
lowered by most of the severe diseases. Hence, heliotherapy or sun baths, 
that is, exposing the nude body in a graded and guarded manner to the direct 
rays of the sun, either in the course of disease, or during convalescence 
enables the blood more speedily to reach its normal calcium level, and so 
checks the damage to the developing teeth which otherwise would show 
defective formation due to lack of lime salt. Since dental caries in the de- 
ciduous teeth may lower the calcium content of the blood and so help to 
produce a defective set of permanent teeth, we have another reason for the 


A New Form of Lingual Lock-Wire 1047 
care of the baby teeth and the early teeth of the permanent set. Heliotherapy 
helps to put a double cheek on any lapse in this direction by holding up the 
ealeium level in the blood. 

Without becoming tedious along this line—to me a tempting line—I will 
simply throw out this question for consideration: With the well-known 
powerful effect of sunlight on the body in raising and maintaining the calcium 
metabolism and calcium blood content, may we not be overlooking one of 
the most valuable adjuncts in forming perfect teeth if we fail to urge the 
widespread use of heliotherapy in babies and growing children? A limited 
experience in the use of heliotherapy makes me feel that we are. 


A NEW FORM OF LINGUAL LOCK-WIRE 


By Victor Lay, D.D.S., Burrauo, N. Y. 


HE usual method of forming a lingual lock-wire, is by soldering it to the 

alignment wire, about one-fourth inch from the tube on the molar band; 
the wire extends down a short distance, and is then turned at right angle to 
pass under the tube, thus preventing the lingual alignment wire from being 
displaced. 

The disadvantage of this form has been that the lock-wire is soft at the 
junction with the main wire, thus allowing it to be frequently forced down- 
ward or lingually by the stress of mastication, thus resulting in the displace- 
ment of the main alignment wire. 
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In my experience, a decided advantage in the direction of stability has 
been secured by the following method. The lock-wire, after being soldered 
to the alignment wire, is formed into a coiled spring, with sharp round-nosed 
pliers (Waldron’s pliers have worked well) after which the wire passes for- 
ward under the tube. The procedure is about the same as coiling auxiliary 
springs to restore temper. 

The result is a wire having high spring tension and resistance to mastica- 
tory and food-stress, as well as the strain of frequent manipulation. At the 
same time, it is very easily loosened at will, with a scaler, or other suitable 
instrument. 

The wire used for this purpose is 22 gauge, 20 per cent gold-platinum, 
with balled end (Fig. 1). 
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Clinics 
AUXILIARY SPRINGS, THEIR CONSTRUCTION AND APPLICATION 
ON PRACTICAL CASES AS USED WITH LINGUAL 
AND LABIAL APPLIANCES* 


3y Dr. P. R. ASHPLANT, NEwWBURGH, NEW YorK 


IG. 1 shows the angle at which the auxiliary spring is soldered to the body 
wire (at the top) ; below are the three bends made to complete a recurved 
spring, 0.020 wire. 


1 


1 


*Clinic given before the First International Orthodontic Congress, New York City, 
August 16-20, 1926. 
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Fig. 2 shows medium high labial arch with simple auxiliary spring for 
moving centrals either lingually or buceally. On the laterals are springs 
wrapped once around the body wire, giving a little more flexibility to the 
spring, 0.020 wire. 

Fig. 3 shows springs used on high labial arch attached on the upper side 
of arch, then carried mesially five (5) to seven (7) millimeters and wrapped 
around body wire once. This spring is very flexible and its stimulating action 
ean be controlled to a nicety, 0.020 wire. This spring was first shown me by 
Dr. Lowrie Porter. 

Fig. 4, upper shows the simple recurved spring on one side and the re- 
curved with kicker on the other side, 0.020 wire. 

Fig. 5. Maxillary lingual arch shows the simple spring on one side and 
the simple spring with kicker on the other side with guards attached distal 
to the canines, 0.020 wire. 


Fig. 6. Mandibular lingual arch with two forms of space openers for 
premolars. On one side the wire is wrapped around the body wire so as to 
come over the top of the body wire, the other side passes under the body 
wire. This is a very positive and flexible spring, 0.020 wire. 

Fig. 7. Mandibular lingual shows two springs for the buccal movement 
of premolars where you have the force of occlusion to contend with. These 
springs are made with 0.022 wire and sometimes when the bite is very heavy 
we start with 0.025 until the teeth are in occlusion, then replace with 0.020 
wire. With the exception of one space opener the springs are all made so as 
to come under the body wire for protection. 


Southern Society of Orthodontists 


The annual meeting of the Southern Society of Orthodontists will be 
held at Hotel Belvedere, Baltimore, Maryland, on April 27 and 28, 1928. <A 
cordial invitation is extended to all ethical members of the dental and allied 
professions. 


Oren A. Oliver, See’y.-Treas., 
1101 Medical Arts Bldg., 
Nashville, Tenn. 
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APPLIANCE USED IN TREATMENT OF CASE OF EXTREME 
MESIOCLUSION* 


By Dr. Winston P. Caring, TENN. 


HIS is a case of a young lady who was nineteen years of age when the 

treatment was started (Figs. A and B). She had a ease of extreme mesio- 
clusion with small teeth and a missing maxillary premolar on each side. The 
ease which is still under treatment will have been treated three years in 
December, 1926. 


Figs. A-G. 


*Clinic given before the First International Orthodontic Congress, New York City, 
August 16-20, 1926. 
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The appliance that I have used on the mandibular teeth is designed to 
obtain intermaxillary anchorage and to prevent tipping the banded molars 
and to prevent elongating the mandibular incisors. It have a removable 
lingual appliance and have extended the wire around the second molar with 
an occlusal rest on this molar from the lingual (Fig. C). Have banded both 
mandibular first premolars and soldered a wire loop with an eyelet in it, to 
be tied to the labial wire as shown in Figs. D, E, and F. Have used extra 
long intermaxillary hooks for intermaxillary rubbers (Figs. E and F). 


Fig. A shows the case as it was then started. Fig. G@ shows the case as 
it was in April, 1926, when these models were made. 


TECHNIC OF TAKING AN IMPRESSION OF A MOLAR TOOTH FOR 
WHICH AN ORTHODONTIC BAND IS TO BE MADE 
(CLINIC)* 


By Dr. CHARLES R. BAKER, EVANSTON, ILL. 


MPRESSION compound, which has been softened in water at a tempera- 
ture of about 130° F., is used in a partial impression tray. The tray is 
introduced into the mouth and the compound foreed around the teeth and soft 
tissues in the usual manner, until the occlusal surfaces of the teeth are close to 
the tray. 

As soon as this has been done and while the impression material is still 
soft, the tray should be moved slightly so as to distort the impression, making 
it larger. 

The tray and impression are now quickly removed from the mouth and 
before the compound hardens the impression should be still further enlarged 
in the region of the molar tooth. This is done by using the end of the finger 
or a pellet of wet cotton held in pliers. The impression is now thoroughly 
chilled. 

A small piece of soft impression compound is now placed in the molar 
region of the distorted impression and the tray is again placed in the mouth 
and foreed back into its original position. Considerable pressure is used in 
doing this, and the tray is held firmly in place until the second piece of com- 
pound has thoroughly hardened. 

The chilled, slightly distorted impression acted as a fairly accurate fitting 
impression tray by means of which it was possible to force a small amount of 
soft impression material against the molar tooth under considerable pressure, 
and a very accurate impression may be secured by this method. 

Later the impression should be filled with artificial stone, and a band 
made to fit the model. 


*Clinic given before the First International Orthodontic Congress, New York City, 
August 16-20, 1926. 
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A SIMPLE TREATMENT FOR LABIOVERSION OF THE ANTERIOR 
TEETH AND OPEN BITE CASES (CLINIC)* 


By E. RIcHARDSON, SAN FRANCISCO, CALIF. 


OLAR bands are placed on the first permanent molars, with buceal tubes 
and partial lingual wires, extending from the molar bands anteriorly, 
resting against the first premolars, as shown in Fig. 3 


Adjust an expansion arch to rest against the anterior teeth. 
nuts opposite the embrasure between the first and second premolars. Wire 
through the interproximal spaces between the first and second premolars 


Place the 


*Clinic given before the First International 


Orthodontic Congress, New York City, 
August 16-20, 1926. 
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(engaging the expansion arch and the partial lingual wire), allowing the 
ligature to rest against the nuts mesially, which will exert pressure on the 
anterior teeth as shown in Figs. 6 and 7. 


Expanding the arch in the molar and premolar region will relieve the 
close contact of the anterior teeth, and the force exerted upon them by the 
expansion arch causes the teeth to erupt. 

Figs. 3, 6, and 7 show the appliances in position. 

Figs. 1 and 2 show the ease at the beginning of treatment. Fig. 5 shows 
the ease about five years after the removal of retainers. 


American Association of Dental Schools 


The fifth annual meeting of the American Association of Dental Schools 
will be held at the Mayflower, Washington, D. C., Mareh 26, 27 and 28, 1928. 
DeLos L. Hill, Secretary, 1206 Medical Arts Building, Atlanta, Ga. 


Montana State Board of Dental Examiners 


The next meeting of the Montana State Board of Dental Examiners will 
be held January 9-13, 1928, at Helena. For further information address 
T. P. Regan, Secretary, Helena, Mont. 
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Case Reports 


IMPACTED MAXILLARY LEFT CANINE IN A PATIENT OF 
EIGHTY-TWO YEARS OF AGE* 


By Doctor JUAN UBALDO CARREA, BUENOS AIRES 


TOOTH retained in the thickness of the maxilla for a longer time than it 
should be in its chronological evolution of eruption; an actual retarding of 
eruption, is denominated ‘‘embedded tooth,’’ or ‘‘impacted maxillary tooth.’’ 
If the embedded tooth is so placed that on account of its direction and 
position it can complete the process of eruption, it will make its appearance 


LD. 82 Yeor B Impacted 


Mesjar LINE 


sooner or later; but sometimes on account of its abnormal position, or through 
mechanical causes it cannot make its way out and the retention is prolonged 
to such an extent that it may go on until an advanced age is reached, causing 
trouble or not, unless revealed by radiography. 

The case which I illustrate with the enlarged radiogram is of an embedded 
upper left canine, pointing from distal to medial, from above downwards al- 
most transversally, the canine resting on the distal face of the central incisor, 
and near the alveolar edge; resorbed by the extraction of the left molars, pre- 
molars and lateral incisor; belonging to a Mr. L. D., eighty-two years of age. 


*Case report given before the First International Orthodontic Congress, New York City, 
August 16-20, 1926. 
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DECIDUOUS AND PERMANENT SUPERNUMERARY TEETH, SIX 
MAXILLARY INCISORS* 


By Doctor JUAN UBALDO CARREA, BUENOS AIRES 


F THE absence of permanent teeth, followed by that of the corresponding 


deciduous teeth, is explained by the origin of the adamantine organ of 
second dentition on the epithelial cord of the organ of first dentition, this 
could justify the coexistence or correspondence between the supernumerary 


Big. 2; 


A. B. C. 
Fig; 3. 


*Case report given before the First International Orthodontic Congress, New York City, 
August 16-20, 1926. 
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Juan Ubaldo Carrea 


C. The boy in 1926. ER 
Fig. 5. 


(supplementary) deciduous and the supernumerary (supplementary) perma- 
nent teeth. The supernumerary (supplementary) teeth, so classified by Busch, 
are those which resemble the normal teeth, whether deciduous or permanent. 
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The case which I submit to the notice of the members of the congress 
offers the coexistence of two lateral supernumerary deciduous upper incisors, 
followed by their corresponding supernumerary permanent ones, giving rise 
to the impression of the existence of six deciduous supernumerary incisors of 
normal appearance and replaced by six permanent incisors of normal appear- 


ance. 

The boy, A. B., born September 16, 1917, attends the clinie attached to 
the chair of orthodontia under my direction. In 1924, at seven years of age, 
he measured 1.08 m.; thoracic perimeter expanded, 0.62; exhausted, 0.59; has 
the appearance of a backward child; pale. Other personal antecedents un- 


Fig. 6. 


important; no hereditary tendencies attributed to the father—a man of poor 
health, neglected mouth, with alveolar pyorrhea; or to the mother, whose 
teeth, firmly set, show neglect and lack of treatment for decay. 

The three photographs in Fig. 1 and the two in Fig. 2 show the models of 
the deciduous teeth, the impression of which was obtained in September, 1924. 

The three photographs in Fig. 3 and the two in Fig. 4 are the models of 
the permanent teeth from an impression obtained in April, 1926. 

In the two intervening years the change of the six maxillary incisors and 
the four mandibular incisors can be verified. Of the deciduous canines and 
molars some still remain and others have fallen out. The first four molars 
are there. 
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Fig. 5 shows: above, the photographs of the boy in 1924 with six decid- 
uous maxillary incisors (two supplementary lateral) and the four temporary 
mandibular incisors; below, the photographs of the boy in 1926 with the six 
permanent incisors (two supplementary lateral) and the four permanent 
lower incisors. 

Fig. 6, in six radiograms, obtained in 1924 by the distinguished radiolo- 
vist Doctor H. H. Carelli, reveals the existence of the six supplementary 
permanent maxillary incisors, four normal and two lateral, which form the 
subject of the present communication. 


TREATMENT AND RETENTION OF MESIOCLUSION SIMPLIFIED 
(CASE REPORT)* 


By Rocers, Boston, Mass. 


Y PURPOSE in presenting the following ease history is to illustrate in a 

very definite way the value of the part that may be played by the sus- 
taining forees of occlusion as exemplified by the muscles of mastication. 

This case, as may be seen, is one of extreme mesioclusion in a child of 
five years. It was found that the child’s masseter-temporal group of muscles 
were undeveloped at the beginning of treatment, and that this condition 
proved a valuable factor in treatment during the initial stage, offering little 


Fig. 1. Fig. 2. 


resistance to the adjustment of the arches. After three months’ use of light 
intermaxillary elastics the deformity was reduced to a position of mechanical 
advantage—that is, the inclined planes of the teeth of the opposing jaws were 
in a position where the application of muscular force could be taken advan- 
tage of in the remaining stages of treatment. 

The ‘‘masseter-temporal’’ exercise was prescribed, and after faithful 
continuance for a few weeks the intermaxillary elastics were removed, and 
later all mechanical apparatus, and the case finished without apparatus of 
any nature. 

No retention has been necessary except that provided by natural means. 


- ey before the First International Orthodontic Congress, New York City, August 


SPECIMEN CASE* 


By Dr. RupoLtr SCHWARZ, BASEL, SWITZERLAND 


HE accompanying illustrations demonstrate a complete specimen case. 

Fig. 1 shows the patient, R. B., nineteen years of age, May, 1923. Profile 

view before treatment. Fig. 2 shows a full face view of the patient before 

treatment, while Figs. 3 and 4 show the models of the case before treatment. 

Figs. 5, 6, 7, and 8 were made January, 1924, and show the various views 

of the patient and models after treatment. Fig. 9 shows a graph of the maxil- 
lary dental arch before and after treatment. 


Hie Mie, 
Before treatment, 


Fig. 3. Fis, 4. 
Before treatment. 


*Given before the First International Orthodontic Congress, New York City, August 
16-20, 1926. 
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Rudolf Schwarz 


After treatment. 


Fig. 7. Fig. 8. 
After treatment. 


Fig. 9.—Upper dental arch before and after treatment. 
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ADDITIONAL NOTES ON THE SIMPLE PLASTIC OPERATION FOR THE 
RESTORATION OF THE ALVEOLUS (AND ITS USEFULNESS 
IN OTHER CONDITIONS)* 


By THEopor Buium, D.D.S., M.D. (PENN), New York City 
Universae Medicinae Doctor (Vienna) F.A.C.D., F.A.C.S. 


N ANSWER to several requests for further information, but particularly 

for sketches illustrating this operation, the writer has prepared these notes 
sooner than he anticipated. A further report, however, giving histories of 
the more important eases operated upon and followed up with casts showing 
the marked improvement and correction of their respective abnormalities is 
contemplated in the near future. 

Assuming that the previous article entitled ‘‘A Simple Plastic Operation 
for the Restoration of the Alveolus (Preliminary Report), read before the 
Ameriean Society of Oral Surgeons and Exodontists in Dallas, Texas, Novem- 
ber, 1924, and published in the Journal of the American Dental Association, 
September, 1925, may not be available to everybody, a few paragraphs from 
it will be cited: 

‘“‘A number of operations for the restoration of the alveolus of the 
maxilla and mandible have been described for the purpose of making the 
construction of artificial dentures possible. Such restoration may be indi- 
cated in partially as well as in fully edentulous jaws. The conditions necessi- 
tating such an operation are mostly due to more or less extensive oblitera- 
tion of the upper and lower buceal folds, owing to muscular and sear tissue 
attachment to the ridge or the buccal plate of an apparently normal alveolus, 
or to such attachment to a largely obliterated alveolus, or, again, they develop 
in those eases in which the soft tissue attachments are normal, but so much 
of the alveolus has been lost that they seem to leave the alveolar ridge in a 
practically horizontal direction. This introduction gives the indication for 
an operation that will be described below: 


*Read before the District of Columbia Dental Society, Washington, D. C., March 8, 1927. 
1061 


1062 Theodor Blum 


‘‘The operation consists of: the incision, the separation of the flap from 
the periosteum, suturing, medication and dressing. The incision will be more 
or less curved, depending on the extent of the lesion, the convexity facing 
the alveolar ridge. It should be made through the mucous and submucous 
tissue down to, but not including, the periosteum (Figs. 1 and 2). 


‘‘The separation of the flap from the periosteum can be performed either 
with the periosteal elevator or with this instrument, the sharp point of which 
has been protected with gauze. The separation is continued to approximately 
the normal level of the upper or lower limit of the fold.’’ 


Fige 


Although the suturing is the most difficult part of the operation, it can 
be very much simplified and easily performed, if one does not attempt to 
engage the free edge of the flap and the soft tissues at the deepest part of 
the wound simultaneously. It may be apropos to describe the path the 
needle takes through the tissues: it is inserted first into the free edge of the 
flap, entering it at its mucous surface and leaving it at the raw surface. 
Enough of the suture is now pulled through the flap to permit the needle to 
engage easily the soft tissues at the deepest part of the wound. It may be 
even more convenient at times to use the thread with a needle at each end. 
Then one needle enters the flap at its raw surface and the second one en- 
gages the soft tissues at the deepest part of the wound. When tied, the 
suture will have pulled the edge of the flap deep into the wound, leaving 
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mucous membrane opposite the exposed periosteum, thus preventing re- 
union. Because the removal of stitches is occasionally not only difficult, but 
also opens the wound at times, the dermal suture has been entirely discarded 
and 00 catgut alone used instead (Figs. 3 and 4). 

There are other indications for this operation besides the ones enumerated 
above. For instance, after the removal of masses of soft tissue which have 
been eaused by badly fitting artificial dentures, the upper or lower fold may 
become partly or fully obliterated and suggest the employment of this 
simple operation. 


MANDIBLE 


Pig. be Fig. 6A. 


The author found it also extremely useful in those cases, where maxillary 
or mandibular teeth on the buccal, palatal or lingual side must be exposed 
for the orthodontist. Instead of cutting away the mucoperiosteal flap, its 
free edge is sutured deep into the wound, thus permanently keeping the tooth 
exposed. Very little raw surface remains, the chance of the tissues growing 
over the tooth is minimized, postoperative bleeding (especially on the palatal 
side) is prevented and the painful packing of iodoform gauze into the wound 
is unnecessary. 

On account of peculiar conditions existing in the region of the mandib- 
ular third molar, the operation as employed here is discussed separately. 
There are partly erupted mandibular third molars in fairly normal position 
(Figs. 5 and 5-A). The gum tissue partly covering its crown is often inflamed 
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and leads occasionally to very serious infections. To avoid recurrence anil 
in an attempt to save the tooth, the principle of this operation, slightly 
modified, may be employed. An incision encircling the crown of the tooth 
(including the gum flap) is made down to the periosteum (Figs. 6 and 6-A 

and the soft tissues dissected away in such a manner as to leave the periosteum 
undisturbed and exposed. If there is an excessive amount of cheek tissue 
present in this region, the incision is carried further posteriorly and buceally. 
Suturing the cheek-lip of the wound to the periosteum around the neck of 
the tooth closes the wound entirely and also shortens the mucous side of 
the cheek (Figs. 7, 7-A, 8 and 8-A). 


Fig. 


Serene (7182) (rea) 


Pig. 8. 
Pige SA. 


Patients often complain of biting their cheeks in the region of the man- 
dibular third molar, which is fully erupted. Here the same operation slightl) 
modified insures success. 

It is very difficult to describe the operation clearly. Therefore, an at- 
tempt has been made to illustrate it by means of a number of sketches in 
the hope that they may fully supplement the description. 

Sinee the preliminary report on this simple plastic operation was writ- 
ten, the operation has been quite frequently employed with such astonishing 
results that I cannot recommend it too highly. 

101 East 79TH STREET. 
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ACUTE OSTEOMYELITIS OF THE MANDIBLE 


By Steruina V. Meap, D.D.S., WasHineton, D. C. 


. of Miss 8., aged twenty-four years. History showed attempt at 
removal of an impacted third molar, one root having been left. About 
a year later this root was removed and immediately there developed an acute 
condition of the left side of the face and neck, and there were symptoms of 
bone involvement. There was a bulging of the bone in the third molar region, 
and the overlying soft tissue was very firm to pressure. There was no ap- 
pearance of definite localization of pus. The temperature, taken by mouth, 


Fig. 1. 


was 102° F., the leucocyte count was 8500, and the pain in the mandible 
radiated from the third molar region to the premolar region. She had an 
attack of endocarditis and was confined to her bed. Nitrous oxide and 
oxygen were administered and an intraoral incision was made on the bueeal 
side of the third molar region, and a hemostat pushed toward the inferior 
border of the mandible where a small amount of pus was found, and a drain 
tube was inserted. This was removed the following day, and the wound was 
irrigated frequently. After four days she was able to report at the office, 
and a radiogram taken May 26 showed osteomyelitis of the mandible (Fig. 1). 
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Acute Osteomyelitis of the Mandible 
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After the acute symptoms had somewhat subsided, the second molar was 
removed under nitrous oxide and oxygen anesthesia on June 2, and a free 
opening was made through the second and third molar areas to the diseased 
area (Fig. 2). This was kept open by gauze which was changed twice daily, 
and the area irrigated. There was no curretting or disturbance of the dis- 
eased bone area, and sequestration was allowed to proceed unmolested. 

On June 15 ethylene and oxygen were administered, and the sequestra 
were removed from within the mouth. The patient being a young lady, an 
external incision was very objectionable. Fig. 3 shows the large area of bone 
involvement immediately after removal of sequestra, and shows the large 
area of involvement that may often be operated upon successfully from 
within the mouth. 

Fig. 4 taken June 20, and Fig. 5 taken September 22, show the progress 
of the bone regeneration. The wound had healed, and there was no evidence 
of the disease. The bone was rapidly regenerating. 


‘ 
a 


DEPARTMENT OF 
DENTAL AND ORAL RADIOGRAPHY 


Edited By 
Clarence O. Simpson, M.D., D.D.S., F.A.C.D., 
and Howard R. Raper, D.D.S., F.A.C.D. 


= 


RADIOGRAPHIC EXHIBIT* 


By Dr. J. Lowre Youne, New York City 


Mic: Fig. 2. 


Fig. 1.—Shows patient in position of taking the bite film of the maxillary anterior teeth. 
The patient’s head is posed so that a line drawn from the tragus to the ala of the nose is hori- 
zontal or parallel to the floor. The tube is directed at a 45 degree angle to the film placed 
between the. maxillary and mandibular teeth. This gives the root area of the maxillary incisors. 


Fig. 2.—With the film between the teeth running from the lateral to the first molar on 
one side. The tube directed at a 45 degree angle to the film gives the root areas of the maxil- 
lary canines, premolars and first molars. A similar picture is taken of the opposite side. 


. *Given before the First International Orthodontic Congress, New York City, August 
6-20, 1926. 
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Fig. 3. Fig. 4. 


Fig. 3.—With the head thrown well back and the film between the teeth, the point of the 
tube just slightly above the symphysis, the direction of the tube to the film being a 45 degree 
angle, the root area of the four mandibular incisors is obtained. - 


Fig. 4.—With the head thrown well back and then tipped sideways so that the face is 
resting with the chin close to the casette which carries a 5x7 film, one-half of which is covered 
by a heavy glass plate. The tube is directed just distal to and under the angle of the mandible 
of the opposite side of the face from which the picture is being made. This pose gives the 
entire root area of all teeth in the mandible distal to the incisors. This view also gives the 
maxillary third molar area so that we can definitely determine the beginning of enamel forma- 
tion of both maxillary and mandibular third molars. The patient is then moved to face in just 
the opposite direction and the brass plate moved to the opposite end of the casette and a similar 
exposure made of the other side of the mandible. 


Fig. 5.—Shows the bracket and head rest that is used in taking these extraoral pictures. 


\ 
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Radiographic Exhibit 


Fig. 6.—Shows the result of such a set of exposures, 
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Fig. 7. Case 1.—Showing five sets of extraoral radiograms taken about one year apart, 
beginning at fifteen years of age. This series shows how wonderfully the mandibular right 
third molar has straightened up. 
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Age 19 
December 50, 192 


Age 21 
December 28, 1925 
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Age 18 
June 14, 1923 


A. 


Fig. 8. Case 2.—Four films taken about a year apart, showing that both mandibular third 
molars have tipped to almost a horizontal position. 
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J. Lowe Young 


age 17-1/2 
Januarv 16. 


Fig. 9. Case 3.—Three sets of films taken at intervals of two years. These show that 
the right mandibular third molar and the left maxillary third molar have tipped decidedly 
horizontally. 
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10. Case 4.—Four films about a year apart, in which the right mandibular third molar 


has tipped horizontally, there being no third molar on the left side of the mandible. 
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Age 21-1/2 
Januery 5, 1925 
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Age 18 
November 25, 1924 


Fig. 11. Case 5.—Three films. Two years have elapsed between the first and second, 
and one month between the second and third. The reason for this is that I have questioned the 
ene ola of a tooth changing as was shown and I feared that the films had been improperly 
recorded. 
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J. Lowe Young 


Age 15 
_June 20, 1922 


Age 17 
May 10, 19247 


Age 18 
December 30, 1925 


Fig. 12. Case 6.—Three films taken two and one years apart; note both mandibular 
molars have tipped. 
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Age 14 
January 1921 


Age 18 
December 51, 1925 


Fig. 13. Case 7.—Two films taken four years apart; note both mandibular molars have tipped. 
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ABSTRACT OF 
CURRENT LITERATURE 


Covering Such Subjects as 
OrTHODONTIA — SurGerY — SurGicAL OrtHODONTIA — DentaL RapIoGRAPHY 
It is the purpose of this JOURNAL to review so far as possible the most important literature 


as it appears in English and Foreign periodicals and to present it in abstract form. 
Authors are requested to send abstracts or reprints of their papers to the publishers. 


Criticism of the Focal Infection Theory. E. Precht (Kénigsburg). Zahn- 
aerztliche Rundschau, June 12. 1927, xxxvi, 24. 


The author has spent some time at the Mayo Foundation and has watched 
the work of Rosenow. He has not been unduly impressed with what he saw, 
for it must be borne in mind that men often find what they wish to find and 
that there is a strong bias in America in favor of the focal infection doctrine. 
On the other hand German science is somewhat biased against the trust- 
worthiness of American research, for only recently experimental science in 
the United States was in its infancy. It is certain that the theory of focal 
infection is still assailable and has several weak spots. It rests on animal 
experiment and the doctrine of selective affinity of special germs for special 
tissues has not vet been generally accepted. Rosenow, however, is an ideal 
laboratory man in many ways, has been at work continuously on this subject 
for fifteen years and naturally excells as a technician, but it is possible that 
he is lacking in the strict self-criticism of the pioneer scientist who tries not 
so much to show he is right, but seems more concerned with efforts to prove 
himself wrong and disarm all criticism before publishing final results. It 
is possible to overvalue the importance of actual discoveries. Germany has 
been strangely indifferent to this subject, which is the more striking because 
many years ago Pissler promulgated a very similar doctrine of chronie in- 
fectious foci and admonished the profession to keep this possibility always 
in mind. This was before the American theory had come to light and Pissler 
was ignored at the time, just as the Transatlantic theory was ignored later. 
Recovery from ailments after tooth treatment proves nothing in the long run, 
as a follow-up of patients often shows, for the old symptoms have a way of 


recurring. 


Cleft Palate Surgery and the Dental Profession. Editorial in The Dental 
Surgeon, June 18, 1927. 


At the session of the Royal Society of Medicine, Surgical Section, on 
June 1 there was a discussion on cleft palate in which two dental surgeons 
took part. Dr. Pitts (dentist) stated that many dentists were opposed to 
the operative treatment of this affection, having a bias, perhaps unconscious, 
in favor of prosthesis. It must be acknowledged that surgery is not always 
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successful, and that closure of the breach is not always followed by good 
funetional results, while deformity of the jaw may even aggravate the orig- 
inal condition. The Langenbeeck procedure leaves far less deformity than 
the flap method, and it has not yet been shown that the latter gives better 
funetional results. If a first intervention failed, he would not repeat it. 
Dr. Fry, the other dental surgeon, has followed up many operated eases in 
children and has noted an absence of good functional results. It is extremely 
difficult for the dental specialist to do much for these failures. If the general 
surgeon could supply a functioning soft palate, the dentist could obviate the 
results of the bony defect. 

The editor adds that in these operative insucecesses the dentist is the 
only reserve resource with his mechanical appliances, the difficulty being, 
as above stated, that he cannot make good the absence of the functioning 
soft palate. He himself has seen the best results in these cases from a box 
cbturator rigidly attached to the plate which covers the hard palate. This 
is difficult to prepare and install and there must be repeated remodellings 
in the mouth. In favorable cases it makes possible swallowing in comfort 
and clear speech. It may be attached to remaining teeth and may itself carry 
teeth, edentulous cases presenting specially difficult problems. 


Dangers of the Toothbrush. E. Mayer (Mainz). Zahnaerztliche Rundschau, 
June 5, 1927, xxxvi, 23. 


Back of the modern use of the toothbrush is an enormous propaganda 
to the effect that it is a preventive of caries. We have to ask ourselves, first, 
if it does what is claimed, and second if its use is harmless. This implement 
has by no means yet attained an ideal form and technic of use. It is clear 
that it may be of value in cleansing the masticatory surfaces where caries 
most often begins and that its value is much less for the interdental spaces 
and necks, while it is in connection with the latter than the brush becomes 
a possible source of danger to the gums. Coarse brushes often cause slight 
injuries to the later, the epithelium comes away and bleeding follows. The 
affection now known as chronic atrophic papillitis and usually ascribed to 
infected food particles between the teeth may perhaps be caused at times by 
improper use of the brush. The interdental papillae are believed to play a 
leading protective role in the integrity of the teeth. 

Studies have been made of the germ content of toothbrushes, and the 
ordinary pus formers and fusiform bacilli have been found, and it is readily 
apparent that the infected brush may inoculate the gums with virulent or- 
ganisms through minute wounds which are mechanically produced by the 
same brush. The author has made a series of observations on healthy people 
with previously sound gums and teeth in which he accuses the brush, or 
rather its excessive and intensive use, of causing pyorrhea; and when the 
usual causal factors of this affection are absent, he makes the brush a prob- 
able instigator of this disease. A hard brush violently and often used may 
be made responsible at times for enamel defects, and change to a soft brush 
has apparently arrested the mischief. 
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EDITORIALS 


Fundamental Principles of a Systematic Diagnosis of Dental Anomalies” 


HORTLY after the early publication of Dr. Simon’s book in Germany 


copies found their way to America. 


Several of these copies fell into our 


hands and because of a limited knowledge of German, we had three transla- 
tions made of the German work with the idea of reviewing the book and pub- 
lishing it in the International Journal of Orthodontia, Oral Surgery, and Radi- 
ography. We found so many contradictory statements in the translations and 
so many statements which were anatomically wrong that we could not make 


ourselves believe the translations from the German work were exactly cor- 
rect. Later when Dr. Simon presented his paper before the American Soei- 
ety of Orthodontists, we were still surprised at some of the statements that 


*Fundamental Principles of a Systematic Diagnosis of Dental Anomalies. By Dr. Paul 
W. Simon. Translated by Dr. B. E. Lischer, Stratford Co., Boston, $5.00. 
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were made in the paper, but we were inclined to believe that the statements 
were made because of Dr. Simon’s unfamiliarity with the English language 


as spoken by Americans. We, therefore, had very little to say in reference 
to the theories of Simon because invariably when we ventured an opinion, 
we were told by disciples of Simon that we knew nothing about the subject 
or we misquoted Simon. 

We, therefore, waited patiently until the English translation of the book 
by Dr. B. E. Lischer came out, and we were surprised to find that practically 
all of the misstatements of facts which had been discovered in the German 
work had been carried on by Dr. Lischer to the English translation. It is 
indeed unfortunate that a book which attempts to present a system of diag- 
nosis of dental anomalies should contain so many misstatements. It is espe- 
cially unfortunate to find that these statements are wrong from an anatomic 
standpoint. 

The first part of the book is devoted to critical examination of the more 
important classifications of dental anomalies heretofore employed. We do 
not know whether Simon is unfamiliar with the Angle classification as given 
by Dr. Angle, or whether he has deliberately attempted to confuse the issue 
by misquoting the Angle classification, as it has been taught in America by 
Angle students. Of course, we realize that a great many of the later state- 
ments regarding Angle classifications have not appeared in print, although 
they have been taught to students for a number of years. Simon may have 
had no way of knowing of these later developments. However, we can see no 
reason for the misstatements which were made by Simon regarding the Angle 
classification, because Dr. Lischer should have been familiar with some of the 
things that have been taught in America. Simon states, ‘‘Followers of Angle 
regard only sagittal antagonism as valuable.’’ By this statement Simon tries 
to indicate that the Angle students only recognize malpositions of the teeth 
on one plane. In Angle’s original classification he described seven malposi- 
tions of teeth and it is indeed a travesty of justice to find that Simon, in the 
third part of his book, has garbled these original positions as described by 
Angle without giving Angle any credit for them. Of course, these primary 
positions were recognized even before Angle brought out his classification. 
But in reading Simon’s text one would imagine that Simon had discovered 
these things as his own. 

In making an examination of the important classification of dental anom- 
alies, Simon quotes only from the early writings of Angle and does not refer 
to later textbooks published in America. We do not know whether this 
omission was intentional or an oversight. Simon tries to contend that the 
Angle classification is a fiction, but he also admits that his system of diagno- 
sis is likewise a fiction. Followers of Angle are not willing to admit that the 
Angle classification is a fiction because they contend that the Angle classifica- 
tion of malocclusion is based upon the relation of the mandibular arch as re- 
lated to the maxillary arch, the face, and the cranium. These facts were 
recognized by Angle in his early classification which is proved by the fact 
that he tried to establish certain laws and rules for the development of the 
face. Dr. Angle early found that the development of the face could not be 
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studied by laws, but that different individuals must be considered according 
to type. Simon’s ‘‘Law of the Canine’’ as used in diagnosis of dental anom- 
alies practically eliminates type, at least one would consider so after reading 
the book. In considering Angle’s ‘‘Class One,’’ Simon says that ‘‘Its main 
characteristic is a normal occlusion of the first molars. When the first molars 


are in normal occlusion, the case belongs to ‘Class One. Angle and his 
students have never contended that the main characteristic of ‘‘Class One’’ 
was normal occlusion of the molars. In ‘‘Class One’’ we find that we have a 
normal anterior-posterior relation of the arches but necessarily a normal oc- 
clusion of the molars. Simon also says in speaking of ‘‘Class One’’ that 
‘*When the first molars are in normal occlusion, the case belongs to ‘Class 
One’ * * * .’’ Such a statement may be true in a few instances, but we 
find certain ‘‘Class One’’ cases in which we have a normal anterior-posterior 
relation of the arches and the first molars have a normal cusp relation to each 
other, but still occupy some position of malocclusion. 

In reviewing the Fundamental Principles of a Systematic Diagnosis of 
Dental Anomalies, we shall try to confine our review to statements as made in 
the book. In referring to the question of diagnosis we find this statement, 
‘‘It is obvious that we are dealing with a mathematical problem.’’ It has 
long been our belief that malocclusion is an anatomic or biologie problem and 
we cannot agree with Simon that it is a mathematical problem. Of course, 
Simon probably means that the denture of man ean be analyzed in three 
planes, which fact was recognized long ago by Dr. Stanton and others. Simon, 
in referring to the establishment of three planes, makes so many contradic- 
tory statements that we wonder whether the method is all the author claims 
for it. On page 50, we find ‘‘The denture of man is an ‘object’ positioned in 
the head-cavity, and if its location is to be definitely determined it must be 
measured in three dimensions.’’ You will notice the author speaks of ‘‘def- 
initely determined’’ but later it seems as though he does not realize what 
‘definitely’? means in English because we find the following, ‘‘When we 
speak of exact measurements we always imply that they are relative.’’ We 
fail to see how something can be ‘‘exact’’ or ‘‘definite’’ in one sentence and 
then when convenience demands be considered only as ‘‘relative.’’ 

Also on page 50, we find the following statement, ‘‘Consequently it is 
impossible to discover permanent mathematical relations on the facial por- 
tion of the head, which we could accept as a basis for measurements.’’ It 
was always our understanding of the Simon system that planes were located 
by some relation discovered on the facial portion of the head. 

In regard to selecting the planes of Simon, we find the following state- 
ment, ‘‘The points on the head of the living subject which we select for a 
plane must be easy to locate accurately.’’ <A little further on we find the fol- 
lowing, ‘‘The selection appears doubtful, which it is in fact, because it lies 
in the middle of the area which is so frequently affected by anomalies.’’ You 
will notice the above sentences contradict each other, and in selecting the 
median plane, Simon states that ‘‘it lies in the middle of the area which is so 
frequently affected by anomalies.’’ Therefore, we fail to see how it can be 
accurate, and if not accurate, how can it have any great value in diagnosis? 


‘ 
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In speaking further of the median plane he says, ‘‘One must not forget 
that our median plane is, and should be an artificial construction. We are 
unable to accurately determine the natural median plane of the living.’’ If 
Simon’s statements are true, and we believe they are in this case, we fail to 
see how the median plane is going to be of any great value and how any diag- 
nosis based upon the median plane will be anything more than a guess. 

Again, in referring to the selection of planes, Simon states, ‘‘These points 
must be (relatively) fixed, they must lie in an area which is seldom affected, 
and dental deviation must not exercise any influence on their location.’’ Re- 
gardless of the above statement we have shown you that Simon admits that 
the median plane is artificially selected. 

We have already called attention to the fact that the first part of the 
book was devoted to eriticism of other methods of diagnosis. After these 
criticisms have been outlined according to the interpretation of Simon, we 
find the author makes the almost incredible statement, ‘‘Now that the indis- 
pensable exact methods of investigation have been explained from the philo- 
sophical point of view, a presentation of my own methods may begin.’’ We 
are indeed very sorry that we cannot agree with Simon’s statement that his 
methods are ‘‘indispensable’’ and ‘‘exact.’’ We also find that in describing 
the three plane system the author gives a definition of a plane which is con- 
trary to anything we have ever seen in geometry. He says, ‘‘Geometrically, 
a plane must pass through at least three points which are not in a straight 
line * * *,’’ Jn looking up the definition of a plane in the dictionary, we 
find that a plane is ‘‘a surface such that a straight line joining any two of its 
points lies wholly in the surface.’’ We, therefore, fail to see how Simon can 
say a plane must pass through at least three points which are not on a straight 
line. Such a thing would not be a plane. 

Simon’s work contains a statement which has been disproved by many 
men. The statement is as follows, ‘‘Under normal conditions the orbital 
plane intersects the denture in the region of the canine, and it does it at any 
age—from five to forty years—in the temporary as well as the permanent 
teeth.’’ Probably this statement more than any other, by anatomic investi- 
gation, has disproved the Simon system. Of course, we realize that Simon 
and his followers can give great leeway in the words, ‘‘region of the canine.”’ 
Investigation has proved that the orbital plane intersects the denture at dif- 
ferent positions in different ages. In young individuals there is a tendency 
for the orbital plane to intersect the dentures in front of the canine, while as 
the individual grows older, we find the orbital plane will intersect the denture 
posterior to the canine. Of course, Simon and his followers may contend that 
the line which comes in front of the canine and the line which goes behind the 
canine are both in the ‘‘region of the canine.’’ Loosely speaking, such may 
be true, but it is too loose a statement to be used as a diagnostic point in the 
treatment of malocclusion. 

In speaking of the three plane system, Simon says, ‘‘The biologically con- 
ditioned inaceuracy of a measure-point applies to all of them, and this must 
not be ignored. We do not want to reveal it but this much we can impart 
now: a diagnosis is not influenced thereby in any manner whatsoever.’’ It 
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is impossible for us to reconcile ourselves to the conflict as made in the above 
quoted statement. The first sentence admits the inaccuracy of the measure- 


point. The second sentence claims this inaccuracy does not affect the diag- 
nosis in the least. We have been told that Simon’s method of diagnosis is 
accurate, but how can we admit that the diagnosis is accurate when the 
author admits the inaccuracy of the measure-point? 

Dr. Simon also believes, judging from his statement, that the relative 
relation between the denture, face and cranium remains the same. Age and 
growth apparently have no influence on the Simon theories for we find the 
following statement, ‘‘I have had the experience to observe that the sagittal 
relations between the denture and the orbital plane remain approximately the 
same.’’ Other investigators do not agree with the above statement. Another 
statement in variation to the laws of development is found in the following, 
‘“The eye-ear plane is used as an unchanging basis for these measurements, 
and in relation to which the face grows upwards and downwards.’’ (Page 
129.) The author presents no evidence to prove the above startling statement. 

Simon’s system employs the making of maps or charts from the gnatho- 
static models. The maps or charts as made by the Simon technie are much 
inferior to those prepared under Dr. Stanton’s system. The greatest weak- 
ness in the Simon system of charts as prepared from models is the possible 
error which may oceur in making the gnathostatie model. Secondly, the 
measurement of the model is made by an instrument which is not a precision 
instrument, and therefore possible errors may occur again. Thirdly, the meas- 
urement is again transferred, by using another instrument, to a piece of 
paper, which promises still another error. Consequently, the possible inae- 
curacy of the Simon map is three times as great as the inaccuracy which may 
develop from the Stanton system. 

The author lays great stress on the importance of photostatic photo- 
graphs which he claims to be the only photograph which presents scientific 
knowledge. We fail to see where the photostatic photograph is any better or 
any worse than other photographs. It is true, Simon has developed a unique 
method of posing the patient and by using a fixed focus camera has shortened 
the time necessary in taking photographs. After the so-called photostatic 
photograph is made it has the same advantages and the same disadvantages 
as if made by any type of camera. We fail to see how the photostatie photo- 
graph is going to do the things claimed for it. For example, we find on page 
153 this statement, ‘‘Post-operative changes * * * and subsequent fune- 
tional disturbances may be controlled photostatically.’’ If this were true, 
all of our orthodontic difficulties would be at end. 

Another criticism of Simon’s system and diagnosis of dental anomalies is 
the fact that he has attempted a classification and has used terms which are 
very misleading. The real scientific facts of Simon’s classification and the 
various types of deformities which he mentions have been long recognized in 
America. It is true orthodontists have had some trouble in finding terms to 
express and describe certain deformities. This difficulty has been due to the 
fact that certain writers have attempted to find one word which would de- 
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scribe a complicated condition rather than be content with giving a brief 
description of the deformity as it exists. In speaking of deviations of the 
denture (page 242) as measured from the median plane, Simon uses ‘‘Con- 
traction (the part of the jaw is too near to the median plane).’’ As an oppo- 
site of that condition he uses ‘‘Distraction (the part of the jaw is too far 
from the median plane).’’ He has selected two words from the English lan- 
guage which have a recognized meaning, neither one of which has the mean- 
ing he has given them. We have long spoken of ‘‘contracted arches’’ used to 
describe the condition which Simon refers to as ‘‘Contraction,’’ but we have 
also called attention to the fact that the so-called contracted arch is generally 
not a contracted arch but an underdeveloped arch. ‘‘Contraction’’ signifies 
a bringing together, and an underdeveloped arch is not one which has been 
brought together, but is one which has never been parted or one which has 
never grown. ‘‘Distraction’’ is in no way associated with ‘‘contraction.”’ 
‘‘Distraction’’ is a drawing off or diversion of the mind; a drawing of the 
mind in different directions. There is no definition in the English language 


which would indicate that it is associated with or the oppo- 
? 


of ‘‘distraction’’ 


site of ‘‘contraction.’’ We find Simon speaks of deviations measured from 
the orbital plane (page 243) as ‘‘Protraction (the part of the jaw is too far 
forward).’’ ‘‘Protraction’’ is the act of drawing out or lengthening in time; 
the act of delaying the termination of anything. You will notice, therefore, 
the ineonsistency of Simon’s terminology when you will remember that he 
used the word ‘‘distraction’’ which refers to state of mind and then used 
the term ‘‘protraction’’ which is in the measuring of time; and tries to switch 
these terms in measuring the maldevelopment. The above stated definitions 
are no more confusing than when we read that ‘‘retraction’’ refers to the part 
of the jaw too far posteriorly. ‘‘Retraction’’ is the act of recalling or taking 
back; the declaring to be false; the drawing back or backward, the drawing 
in of, as, e.g., a serpent retracts its tongue. An underdeveloped mandible 
cannot be referred to as a retracted mandible in the sense that Simon uses the 
term. We might say that in treating anterior occlusions we retract the man- 
dible or at least we hope to or try to; but a posterior occlusion case is one in 
which the mandible or mandibular arch has never been forward; conse- 
quently, it can never be referred to as a ‘‘retraction.’’ Under deviations 
measured by horizontal plane, we find terms which are equally as misleading 
and confusing. ‘‘Attraction (the part of the jaw too near to the eye-ear 
plane).’’ For the opposite of ‘‘attraction’’ we find the word ‘‘abstraction 
(the part of the jaw too far removed from the eye-ear plane).’’ So far as 
the use of ‘‘attraction’’ and ‘‘abstraction’’ as employed by Simon is con- 
cerned, they can just as well be reversed as they would be no more confusing. 
‘‘Attraction’’ and ‘‘abstraction’’ refer to two entirely different conditions and 
neither one can be applied to the description of deformities. ‘‘Attraction’’ is 
the act of drawing to or towards itself; the causing to adhere without the 
agency of any visible or known mechanical connection, as the magnet attracts 
iron, the sun and planets attract each other. You, therefore, see that the word 
‘“attraction’’ as a means of describing the condition referred to by Simon is 
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absolutely out of the question. The eye-ear plane does not attract the den- 
ture. ‘‘Abstraction’’ is the act of drawing or taking away; separation; re- 
moval; as the abstraction of heat; the withdrawal of the mind or attention 
of; chemically, abstraction means extraction by means of distillation. There- 
fore, the two words as used by Simon are entirely different than they are 
used in the English language. He has tried to use verbs to describe a deform- 
ity and has not even selected verbs which are directly opposite to each other. 


In the interests of scientific simplicity we cannot see how Simon’s ter- 
minology can be taken seriously in America. 


The entire system of Simon has for its object the relation of the denture 
to the face and cranium in the study of dental deformities. This idea is not 
new as it has been recognized by many men years before Simon brought out 
his so-called Law of the Canine. The part of Simon’s classification that is 
true is not new and the portion that is new is not true. 


Transactions of the First International Orthodontic Congress, 
New York* 


HE editor of the ‘‘Transactions of the First International Orthodontic Con- 

gress’’ is to be heartily congratulated on having so speedily marshalled all 
the immense amount of material at his disposal into an interesting volume of 
767 pages, which we are pleased to bring to the notice of our readers. 

The organizers of the First International Orthodontic Congress evidently 
felt it their bounden duty to create a precedent worthy of being followed in 
the coming years, and the reviewer would like to emphasize the great debt 
the profession owes to Mr. William Fisher, the first President, and his able col- 
leagues for that detailed organization which was so difficult to initiate and 
which resulted in such a triumphant conclusion. 


It seems eminently suitable that the record of such Transactions should 
be prefaced by a list of the Members of the Congress, its Constitution and By- 
Laws and its Minutes, so that all who may be concerned hereafter in the or- 
ganization of similar efforts merely should have to turn to this volume to 
eather all the information they need, and, incidentally, to observe how Dr. 
Fisher made it possible, by a gracious mixture of suavity and firmness, to 
keep so closely to such an exacting time table. 


It is interesting to note that the appeal to common sense to create a uni- 
versal orthodontic terminology for all nations led to the formation of a 
Nomenclature Committee whose work, at present but half done, should be 
continued by others in the future with greater persistence. The undesirability 
of creating new words and phrases without very weighty reasons is well exem- 
plified by the unfortunate methods adopted by some of the writers of papers 
at this Congress. Perhaps future editors might make a point of requesting 
contributors to use a terminology officially accepted as the standard in all 
international proceedings. 


*Reprinted from British Dental Journal, July 15, 1927. 
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The work of ninety-three contributors to the work of the Congress is 
divided into papers and discussions thereon, a so-called conference, case re- 
ports, clinies and scientific exhibits. 

It is significant of the trend of modern views that of the twenty-seven 
papers presented, only four were devoted to technic, the once all-absorbing 
topic, but these papers would all repay diligent study, and not only the papers 
themselves, but the views of well-known authorities taking part in the dis- 
cussions. Connected with treatment but not technic, both Luis Subirana and 
Harold Chapman discuss the age for treatment, and J. H. Badeock’s poorly 
discussed paper on the ‘‘ Place of Extraction’’ should be carefully read. A. H. 
Ketcham has investigated root changes in permanent teeth and brings out 
some striking facts. 

A welcome note was struck by the inclusion of a paper by Dr. R. C. 
Derivaux, M.D., on ‘‘Orthodontia in Its Relation to Growth and Repairs.’’ 
Nashville is fortunate in housing a medical man who takes more than a passing 
interest in this specialty. 

The vexed question of diagnosis and gnathostatic methods was also well 
to the fore, but the acid test of time is required to prove the pros and cons of 
these popular methods and the theories of their rival protagonists. 

It seems invidious to pick out for special notice any one of many note- 
worthy papers. If one may be rash enough to prophesy, Friel has established 
definitely the correct or ideal occlusion for all age periods. A beautifully illus- 
trated paper on the ‘‘Paleontology of the Human Dentition’’ will repay close 
scrutiny. The photographs of the cheek teeth of the dryopithicus are most 
striking. Milo Hellman, a most indefatigable worker, has also done an immense 
amount of statistical work in a thesis on development. 

The tissue changes involved in tooth movement have been studied experi- 
mentally by LeRoy Johnson, as has the influence on food on malocclusion by 
Dr. Perey Howe. Indeed the evidence of the general desire to prove state- 
ments made showed a marked advance towards the establishment of ortho- 
donties on a scientific and sure foundation. 

Space will not permit of any detailed notice of the clinics or case reports; 
they are profusely illustrated and only need to be read to be appreciated. 
The publishers should be well satisfied with having produced such a well- 
bound and readable volume. 


ORTHODONTIC NEWS AND NOTES 


American Society of Orthodontists 
A Letter from President Ellis 


November 8, 1927. 
International Journal of Orthodontia 


Dear Sirs: 

This is in response to your request for a preliminary letter of announcement relative 
to the next annual meeting of the American Society of Orthodontists, to be held in Buffalo 
April thirtieth, May first, second and third, 1928. 


When our Society accepted Buffalo’s invitation for this meeting it gave the Buffalo 
membership a deep feeling of pleasure and pride. We accept the obligation and feel sure the 
natural advantages of our fair city together with the excellent scientific program already 
largely arranged will assure to our members a still further advance in orthodontic progress 
and a distinct contribution to science. 


Buffalo is America’s convenient, delightful, interesting convention city, centrally 
located, easily reached by any means of travel—rail, automobile, steamship and air. Buffalo 
has a wealth of attractions, being in the midst of great natural resources, industry, commerce 
and scenic beauty. As a tourist city, it has one of the seven wonders of the world attracting 
millions of visitors each season. Those who pass through our city remember it as a place 
of exquisite beauty. 

The Board of Censors and in fact the entire executive committee have functioned well 
in advance and very efficiently in arranging the scientific program. A number of important 
and timely subjects have been selected for discussion, among them being: Bone Develop- 
ment, Diet, Orthodontic Technique, showing in full detail the making of appliances, En- 
docrinology, giving original research in this field by one of our own members, Orthodontic 
Bibliography, Orthodontic Education, Orthodontic Research and Orthodontic Metallurgy. 
Authorities in these respective fields have already been secured. 


Ten carefully selected case reports will be presented. A lunchon round table discussion 
will be scheduled with plenty of time allowed for the discussion and report. A competitive 
clinic is being arranged, each of the several orthodontic societies entering a team to compete 
for a new loving cup which has been provided as a permanent trophy. 


It is planned to arrange for a full day of recreation with a motor trip down the river 


to Niagara Falls, gorge route trip, visit to Canada, luncheon, golf and other sports, sight- 
seeing along the Niagara River so rich in scenic beauty and historic lore. 


This meeting will offer an excellent opportunity to clarify some of our orthodontic 
problems and at the same time to enjoy a delightful holiday. A very large attendance of 
members, their families and guests is anticipated. Make your arrangements now. Come 
to Buffalo. Attend the meeting of the American Society of Orthodontists and see Niagara, 
is our call. 


Sincerely yours, 
Walter H. Ellis, President 
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Dentistry, malignancy and its relation to, 
1003 
nonspecific stimulating treatment in, 730 
practice of, and the Volstead act, 913 
keeping fit for the, 911 
preventive, how can orthodontics help it, 
51 
in England, 550 
peridontia and, 549 
Dentition, deciduous, preservation of the, 751 
Dentitions, 941 
Dentofacial orthopedia, goniomandibular 
angle in, 578 
Denture, axis of symmetry and centroid of, 
790 
Development, changes in the human face 
brought about by, 475 
of bone, 384 
of distoclusion, 140 
of muscles, 384 
of teeth and dental arches, 383 
of unilateral distoclusion, 141 


Diagnosis, differential, gnathostatics in, 945 
facial measurements in, 739 
of dental anomalies, fundamental princi- 
ples of a systematic, (book re- 
view), 1084 
some case reports and their bearing on, 
213 
Directory of orthodontic societies, 197, 289, 
377 
Distoclusion, case of, 808 
development of, 140 
unilateral, development of, 141 
with impaction of second premolars, ai 
unusual case of, 990 
Doctor N. S. Hoff, death of, resolution 1« 
garding, 737 
E 
Early treatment, reasons for, 147 
Endocrinodontia, 47, 58, 176, 269, 344, 43 
Etiology and pathogenesis of Angle’s Clas 
IIT malocclusion, 680 
of dental caries, 184 
of root canal infections, 914 
European Orthodontological Society, 287 
376 
Exodontia, a manual of, (book review), 51 
F 
Face and occlusion of the teeth in man, 921 
growth of the, 921 
Facial deformity and malocclusion, abnor. 
mal habits in their relation to, 233 
measurements in diagnosis, 739 
First District Dental Society, 737, 829, 922, 
1011 
International Orthodontic Congress, im- 
pressions of, 353 
report of the president of, 454 
transactions ot, (book review), 1090 
Focal infection in Berlin, the doctrine of, 
275 
theory, criticism of the, 1082 
Food, influence of, on malocclusion, 199 
Forum, 642, 735, 827, 919, 1009 
Fracture of the coronoid process, 727 
Fractured jaws, apparatus in the treatment 
of, 411 
Fuso-spirillosis, prevalence of, 83 
G 
Gingivae, infections of the, association with 
malocelusion, 596 
xlossitis, Moller’s, treatment of, 81 
Gnathostaties, the possibilities of, in differ- 
ential diagnosis, 945 
Goniomandibular angle in dentofacial ortho- 
pedia, 578 
xreat Lakes Association of Orthodontists, 
93 
Grippe and tooth troubles, 73 
Growth and repair, orthodontia in its rela- 
tionships to, 13 
of bone as related to function, 555 


H 
Habit, cases of, showing progressive correc 
tion without the aid of appliances, 
984 
Habits, bad pillowing, 245 
finger sucking, 239 
Finger sucking, 239 
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Habits—Cont ’d 
lip-biting, 244 
mouth-breathing, 241 
sucking or biting tongue, 244 
psychotherapeutic treatment of, 246 
use of pacifier, 239 
thumb-sucking, 237 
Harelip and cleft palate, extreme cases of, 
orthodontia and its uses in the pre- 
liminary treatment of, 621 
congenital, and cleft palate, 539 543 
Hawley cast retainer with attachments, 
showing advantages over the vul- 
canite retainer, 987 
Hemorrhages in oral surgical operations, 897 
Heredity, 382 
Human face, changes in, brought about by 
development, 475 
Hygiene, good, 472 
Hyperpituitarism, 59 
Hypothyroidal tropisms, 179 


I 


Impacted maxillary canine, case complicated 
by an, and early mutilation, 706 
premolars, relieving, 714 
Incisors, six maxillary, case of, 1055 
Inclined plane, treatment of the deep un- 
derbite with the, 716 
Infected teeth and group medicine, 185 
Infection, 473 
bacterial, with special reference to den- 
tal practice, 279 
focal, doctrine of, in Berlin, 275 
of the gingivae associated with malocclu- 
sion, 596 
residual alveolar, after tooth extraction, 82 
Infraorbital foramen, location of the, 302 
In Memoriam—Dr. C. W. B. Wheeler, 280 
Todoform tamponade, 820 
Iowa State Dental Society, 376 


J 


Jaws and teeth, injury to, from roentgen 
rays, 82 
fractured, apparatus in the treatment of, 
411 
surgical-orthopedical removal of deforma- 
tions of, 65 


L 


Labial arches, some uses of auxiliary springs 
in conjunction with, 602 
Labioversion of the anterior teeth and open- 

bite cases, simple treatment for, 
1052 
Lingual and plain labial arches, overbite 
cases treated with the, 719 
arch and auxiliary springs, two cases 
showing the development that is 
taking place with the use of, 895 
buccal and labial extensions from the, 
885 
technic of soldering auxiliary springs 
to, 663 
lock-wire, a new form of, 1047 
Lip-biting case, typical position in, 244 
Lock, 410 
Lock-wire, lingual, a new form of, 1047 


M 


Malignancy and its relation to dentistry, 
1003 
Malignant disease, dental aspects of, 1003 
Malnutrition, causes of, 467 
in children, 465 
symptoms of, 467 
Malocelusion, abnormal habits as cause of, 
235 
and facial deformity, abnormal habits in 
their relation to, 233 
Angle’s Class II, etiology and pathogen- 
esis of, 680 
choice of orthodontic apparatus in the 
more common forms of, 755 
extreme, caused by use of pacifier, 239 
infections of the gingivae associated with, 
596 
influence of food on, 199 
in which orthodontic treatment is contra- 
indicated, are there certain cases 
of, 1013 
maps of the, 790 
open-bite, caused by sucking fingers, 239 
Malpractice suits and professional insur- 
ance, 1005 
Mandible, acute osteomyelitis of the. 1065 
overdeveloped, and underdeveloped max- 
illa, 625 
stimulation of growth of the, buccal in- 
clined planes in conjunction with 
the pin appliance for, 883 
Mandibular foramen, location of the, 301 
right central, congenitally missing, with 
malerupting right canine, report of 
ease of, 886 
third molar, pressure produced by the, 291 
Marion-Sims Dental College, graduates 
homecoming, 376 
Mastication, unilateral, as a cause of trau- 
matie occlusion, 549 
Maxilla, excessive width of, 990 
underdeveioped, and overdeveloped man- 
dible, 625 
Maxillary canine, an impacted, and early 
mutilation, case complicated by, 
706 
incisors, six, case of, 1055 
left canine, impacted, in a patient of 
eighty-two years of age, 1054 
Maxillofacial restoration, orthodontic prin- 
ciples in, 411 
Mental foramen, location of the, 299 
Mesioclusion, case of, 808 
eases, results obtained in treatment of, 
725 
extreme, appliance used in treatment of, 
1050 
simplified, treatment and retention of, 
1058 
Missouri State Dental Association, 94 
Molar, mandibular third, pressure produced 
by the, 291 
tooth for which an orthodontic band is 
to be made, technic for taking an 
impression of, 1051 
Molars, third, response to spring pressure, 
892 
MoOller’s glossitis, treatment of, 81 
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Montana State Board of Dental Examiners, 
921, 978, 1053 
Mouth and neck, actinomycosis of, 184 
conditions during pregnancy, factors in- 
fluencing, 547 
Mouth-breather, severe, typical face of, 241 
Mouth-breathing cases, kinesitherapic treat- 
ment of abnormal musculature of 
face and neck in, 243 
posture exercises for general 
development in, 243 
Muscle exercises, orthodontic treatment em- 
ploying the use of, 789 
Muscles, development of, 384 


bodily 


N 


Necrosis of bone, 820 

Nephritis, 820 

Neutroclusion, case of, 808 

New York Society of Orthodontists, 921, 960 
Notes of interest, 738, 829, 922, 1012 


O 


Occlusion, balanced, 388 
factors controlling, radiographic findings, 


979 
Ole 
its development from infancy to old age, 
999 


maps of proposed, 790 
of deciduous teeth after their complete 
eruption, 324 
of permanent teeth of a young adult, 333 
probably primary factors controlling, 376 
stages of, 322 
the problem of, 928 
traumatic, 24 
detection and correction of, 25 
unilateral mastication as a cause of, 549 
Odontotomy, prophylactic, 1004 
Ontario Dental Association, 287 
Open-bite cases involving tongue habits, 837 
labioversion of the anterior teeth and, 
simple treatment for, 1052 
malocclusion caused by sucking fingers, 
239 
Open tube appliance, essential technic in 
use of, 252 
Oral sepsis, relation of, to disturbances of 
the general health, 457 
signs of general disease in children, 731 
surgery, principles and practice of, 277 
surgical operations, hemorrhages in, 897 
Orbital plane, relation of the, to position of 
teeth, 645 
Orthodontia, aims of, 14 
and its uses in the preliminary treatment 
of harelip and cleft palate, 621 
from the general practitioner’s viewpoint, 
914 
in its relationships to growth and repair, 
13 
recent literature pertaining to, brief di- 
gest of, 28 
should it be a separate profession, 733 
the need of, 823 
three American textbooks on, by Angle, 
Dewey and McCoy, a comparative 
study of, 776 
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Orthodontic anomalies, self-correction of, 
128 
apparatus, choice of, in the more common 
forms of malocclusion, 755 
eases, original photographic studies of, 
627 
news and notes, 88, 190, 282, 361, 462, 
644, 737, 829, 921, 1011, 1092 
plaster model former, 443 
principles in maxillofacial restoration, 411 
procedure, appraisal of present-day, 517 
Societies, directory of, 95, 197, 289, 377 
treatment, age for, 144 
employing the use of muscle exercises, 
789 
following operation for unilateral anky- 
losis of the temporomaxillary artic- 
ulation, 994 
Orthodonties, 768 
an historical review of its origin and evo- 
lution, (book review), 917 
how can it help preventive dentistry, 961 
past, present, and future of, 852 
photography in, need and value of, 1 
relation of pediatrics to, 1045 
the teaching of, 670 
Orthodontist of the future, 187 
clinical photography for, 1 
Orthodontologie treatment, use of diagnos- 
tic aids in, by the general practi- 
tioner, 674 
Orthodontology and dental prophylaxis and 
hygiene, relation between, 260 
Orthopedia, dentofacial, goniomandibular 
angle in, 578 
Osteomyelitis, acute, of the mandible, 1065 
Overbite cases treated with the lingual and 
plain labial arches, 719 
excessive, treated with lace-wire inclined 
plane, 615 
Overfatigue, 473 


P 


Paradentitis marginalis, 81 

Paradentoses, psychic factor in the causa- 
tion of, 548 

Pediatrics, relation of, to orthodontics, 1045 

Percussion as a stimulus to the growth of 
bone, 763 

Periodontia and preventive dentistry, 549 

Permanent teeth, apical root resorption of, 
97 

occlusion of, in a young adult, 333 

Personal service department, 80 

Photographic studies of orthodontic cases, 
627 

Photography, available methods of, 2 

elinical, for orthodontists, 1 
equipment and technical details, 4 

Pin appliance, different types of auxiliary 
springs used with, 878 

Plaster model former, orthodontic, 443 

Plastic operation, simple, for the restora- 
tion of the alveolus, 1061 

Posterior palatine foramen, location of, 304 

Pregnancy, mouth conditions during, fac- 
tors influencing, 547 

Premolars, impacted, relieving the, 714 
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President’s address before the American 
Society of Orthodontists, 831 
the Southern Society of Orthodontists, 
1043 
the Southwestern Society of Orthodon- 
tists, 22 
Pressure, conscious constructive application 
of, 528 
Professional insurance, malpractice suits 
and, 1005 
services and arbitration, 915 
as related to, 551 
Prophylactic odontotomy, 1004 
Psychotherapeutic treatment of habits, 246 
Pyorrhea, significance of salivary calculus 
in the development of, 1003 


R 


Radiographie exhibit, 1069 

Radiology, stomatologic, in public hygiene, 
458 

Remineralization through the saliva, 83 

Retainer, cast Hawley, with attachments 
showing advantages over the vul- 
canite retainer, 987 

Retention, necessity of extra function in, 
771 

Rheumatism of dental origin, 550 

Roentgen rays, injury to jaws and teeth 
from, 82 

Root canal infections, etiology of, 914 

resorption, apical, of permanent teeth, 97 
maxillary vs. mandibular, 109 


Saliva, protective action of, on the teeth, 
456 
remineralization through, 83 
Salivary calculus in the development of py- 
orrhea, significance of, 1003 
Septicemia, general, following dental opera- 
tions, 276 
Skulls, medieval, some details of interest in 
a collection of, 766 
photographs of dissected, showing devel- 
opment and eruption of teeth, 633 
Southern Society of Orthodontists, 91, 190, 
971, 1049 
president’s address before the, 1043 
Southwestern Society of Orthodontists, 921, 
1011 
president’s address before, 22 
Specimen case, 1059 
St. Louis College of Dentistry, graduates 
homecoming, 376 
Study Club of Dentistry, 196, 286 
University Dental School, graduates home- 
coming, 376 
Stomatologic radiology in public hygiene, 
458 
Subirana theradontograph, 979 
Supernumeraries, hereditary, two cases of, 
in same family, 620 
Surgery, cleft palate, and the dental profes- 
sion, 1082 
oral, principles and practice of, 277 
Surgical-orthopedical removal of deforma- 
tions of the jaws, 65 


T 


Teaching of orthodontics, 670 
Technic, essential, in the use of the open 
tube appliance, 252 
of soldering auxiliary springs to lingual 
arches, 663 
Teeth and dental arches, development of, 
383 
and jaws, injury to, from roentgen rays, 


artificial, carrying of, attached to an or- 
thodontic appliance while moving 
teeth, 989 
deciduous, occlusion of, after their com- 
plete eruption, 324 
development and eruption of, series of 
photographs of dissected skulls 
showing, 633 
infected, and group medicine, 185 
in man, face and occlusion of the, 921 
permanent, apical root resorption of, 97 
occlusion of, in a young adult, 333 
position of, relation of the orbital plane 
to, 645 
protective action of saliva on the, 456 
supernumerary, deciduous and permanent, 
1055 
third sets of, 547 
variations in the forms of, 322 
vitality of, 107 
Temporomandibular articulation, 399 
Theradontograph, the Subirana, 979 
Therapy, individual, the necessity of an, 
instead of schematizing methods, 
651 
Third molars response to spring pressure, 
892 
Thumb or finger sucking, aluminum ball 
and sleeve for prevention of, 240 
Thumb-sucking habit, position of thumb in, 
237 
Thyroid insufficiency before and after treat- 
ment, 178 
Tic-douloureux, 689 
Tongue habits, open-bite cases involving, 
837 
wandering rash of the, 821 
Tooth and gum affections as causes of gen- 
eral disease, 730 
conservation, dental caries and, 457 
extraction, residual alveolar infection 
after, 82 
in the bronchus, 912 
movement, elementary, different varieties 
of, 602 
troubles and grippe, 73 
Toothbrush, dangers of the, 1083 
Toxicity of amalgam, 186 
Traumatic occlusion, 24 
detection and correction of, 25 
unilateral mastication as a cause of, 549 
Treatment, alteration of apparatus during, 
805 
and retention of mesioclusion simplified, 
1058 
begun at the age of twenty-eight, 984 
continuous, a consideration of, 845 
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Treatment—Cont ’d 
early, reasons for, 147 
for labioversion of the anterior teeth and 
open-bite cases, simple, 1052 
in dentistry, nonspecific stimulating, 730 
of case of extreme mesioclusion, appli- 
ance used in 1050 
of Class II eases, 760 
of fractured jaws, most generally used 
apparatus in the, 411 
of habits, psychotherapeutic, 246 
of hypersensitive dentine with a sodium 
bicarbonate glycerin solution, 912 
f mesioclusion cases, results obtained in, 
725 
of Moller’s glossitis, 81 
of the deep underbite with the inclined 
plane, 716 
orthodontic, age for, 144 
following operation for unilateral anky- 
losis of the temporomaxillary ar- 
ticulation, 994 
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Treatment—Cont’d 
orthodontologic, use of diagnostic aids in, 
by the general practitioner, 674 
orthopedic in character, 148 
Tumor, benign giant-celled, 817 


U 


Underbite, deep, treatment of the, with the 
inclined plane, 716 

Unilateral lingual occlusion caused by bad 
pillowing habit, 245 

University of Toronto Faculty of Dentistry, 
annual course for dental practition- 
ers, 738 


WwW 
Wharton’s duct, caleulus of, 821 
xX 
X-ray shadows in dental areas, standardiza- 
tion of, 911 


EDITORIALS 


Arbitration as related to professional serv- 
ices, 551 

Bacterial infection—with special reference 
to dental practice, 279 

Class II, 638 

Fundamental principles of a systematic di- 
agnosis of dental anomalies, (book 
review), 1084 

Lectures on general anesthesia, 278 

Malpractice suits and professional insur- 
ance, 1005 

Orthodontics—an _ historical review of its 
origin and evolution, (book re- 
view), 917 


Principles and practice of oral surgery, 
(book review), 277 

Professional services and arbitration, 915 

Should orthodontia be a separate profession, 
733 

The American Society of Orthodontists, 359 

The need of orthodontia, 823 

The orthodontist of the future, 187 

The Twenty-sixth Annual Meeting of the 
American Society of Orthodontists, 
459 

Transactions of the First International Or- 
thodontic Congress, New York, 
(book review), 1090 

Twelve years old going on thirteen, 85 
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The Test of Everyday 


Practice 


Because of his scientific training, the 
dentist does not accept an innovation 
merely on account of adjectives or dis- 
play. 


Performance under the hard test of 
everyday practice is the only considera- 
tion which makes him change from the 
old to the new. 


The majority of the dental profession, 
who have adopted the Cook *‘‘CAR- 
PULE’’ System as a standard technique 
for anesthesia, were influenced solely by 
its outstanding efficiency. 

If you, Doctor, are not yet a Cook 
**“CARPULE’’ user, you should have 
a demonstration. Let your dealer make 
this demonstration at your convenience. 
There is no obligation. 


COOK LABORATORIES, Inc. 
Dept. O.R. 536 Lake Shore Drive 
CHICAGO 


Carpule 


REGISTERED 


*The word “‘CARPULE”’ is a technical trade mark 
indicating that the product associated with that 
mame originated with and is offered upon the 
reputation and responsibility of Cook Laboratories, 
Inc. 


COOK LABORATORIES, Inc. 
Dept. O.R., 536 Lake Shore Drive, Chicago. 


Gentlemen: I am willing to have you demonstrate 
the Cook ‘“‘CARPULE” System to me. 


Correct or Prevent Mouth Breathins 
with a Davis Chin-Strap 


Orthodontists are continually on 
the alert for suggestions and appa- 
ratus that will cure or prevent 
mouth breathing. 


They will find real help in the solu- 
tion of these problems by using the 
Davis Chin-Strap 


It can be worn with comfort; fits 
snugly, giving firm, even pressure 
to all facial muscles and chin. 


$2.00 Postpaid— Write for Booklet 


CORA M. B. DAVIS 
507 Fifth Avenue New York, N. Y. 


Transactions of the First 
International Orthodontic 
Congress 


767 pages, 6%,x10, with 1100 illustrations, 
all original. Silk cloth binding, with 
gold stamping. Price, $10.00. The com- 
plete transactions of the First Interna- 
tional Orthodontic Congress held in New 
York, August, 1926, published in April, 
1927. Contains all original papers, all 
clinics, all scientific exhibits on ortho- 
dontia and allied subjects presented be- 
fore the Congress by specialists from all 
over the world. Edition limited. 


The C. V. Mosby Co. — Publishers — St. Louis, Mo. 


Chester T. Sweet's 


Regulating, Appliances 
Jackson Method 


Do not send stone models 


Seven years with Dr. Jackson 


20 years experience. Pioneer and recog- 
nized leader. All appliances look alike, 
you cannot see the difference but it’s there. 


Each appliance $15.00 C.O.D. 


Write for particulars. 


CHESTER T. SWEET 
152 W. 42nd St. New York City 


Mention this Journal 


when writing to Advertisers. 
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The University 
**Two-in-One”’ 


UNIVERSIT 


Endorsed by Leaders of the Dental Profession 


Scientifically constructed to simplify the more perfect cleaning of teeth—brushes 
especially designed for treatment of pyorrhea. 


Illustration above % actual size 
$3.25 per dozen. $36 per gross. 


Two Row _ For general use on outside surfaces. 


> 
Illustration above actual size 
$2.75 per dozen. $30 per gross. 


One Row Ideal for children and adults where teeth are small and close together. 


Illustration above about 34 ston 
$4.50 per dozen. $48 per gross. 


No. § Inside lingual surfaces of all teeth—vitally necessary in the perfect care 
Special of teeth. 


Illustration above actual size 


$4.00 per dozen. $42 per gross. 


No. 8 For back surfaces and crevices between teeth, impossible to clean with 
Special larger brush. 


Illustration above % actual size 


$7.50 per dozen. $84 per gross. 


Combines all of the merits of the original No. 2 
and No. 5 brushes but is more convenient. Strictly high 


Double-End Brush grade and critically inspected to insure perfect workman- 


ship—a direct importation, hand made of the finest quality 
bristles with strong bone handle. 


Terms 5% Discount—Cash With Order; Otherwise 2% 10 Days—F. O. B. Chicago. 


JAMES R. IRVIN & CO., Inc. 


1225 Devon Avenue, Chicago, U. S. A. 


Hand-Made, Imported Brush’’ 
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Tiny Ribbon Arch Appliances 


For Correcting Malocclusion in Deciduous Dentures 


Tiny Ribbon Arch Wire 


For the movement of deciduous teeth and retention purposes. 
Supplied in lengths up to 12 inches. 


.022” x .028.” Rectangular in form. 


Gold-platinum, 


Price per dwt. $2.30 


Anchor Clamp Bands 
For use with Tiny Ribbon Arch Wire. Nickel-silver, gold plated only. 


Without Tube 


With Tiny Rectangular Tube 


With Angle-Atkinson A acher Tube 


Nickel-Silver, Gold Plated Only 


Small Anchor Clamp Band 
Medium Anchor Clamp Band 
Large Anchor Clamp Band 
Small Deciduous Band 
Large Deciduous Band 


Tiny Rectangular Anchor Tube 


With bore .022” x .028” 

For those who prefer to solder the tube 
in position on plain bands. Tiny rectangu- 
lar tube fits the Tiny Ribbon Arch wire 
perfectly. 


Nickel-silver, gold plated. No. 462, pack- 
age of 2, $1.30 


With Tiny With 

Rectangular Angle-Atkinson 
Tube Tube 

$1.60 each $1.75 each 
528 Y 
536 Y 
540 Y 
597 Y 
598 Y 


Without 
Tube 
$1.00 each 


197 Y 
198 Y 


Angle-Atkinson Anchor Tube 
Supplied attached to deciduous molar 
bands or separately. Cheek surface 
rounded. Construction prevents rotation. 
Nickel-silver, gold plated, No. 475, package 
of 2, $1.50 
Gold alloy, No. G475, package of 2, $2. 


Tiny Bracket Bands 


For movement of deciduous teeth and for retention purposes. 


1 in package, No. G434X, $1.00. 


| A—Actual size 


B—Enlarged 


Gold Alloy only. 


Key Pin 
For Locking Arch in Bracket 
Made of Brass, package of 50, No. 454, 
0.65 


Made of 20K. Gold, package of 50, 


No. G454, $1.50 


Order from your Dealer 


Reprint on ‘Special Mechanism for the Treatment of Deciduous 
and Mixed Dentures’’ sent free on request 


The S. S. White Dental Mfg. Co. 
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Rotate Teeth with 


the Ribbon 


There was a time 
when tooth rotation 
was regarded as the 
most difficult of tooth 
movements to accom- 
plish because 
plete force control was 
then impossible. with 
the mechanism at the 
disposal of the ortho- 
dontist. 


Now, however, with the Ribbon 
Arch, a continuous force may be 
so gently applied and so evenly 
distributed that rotation is no 
more difficult than any other tooth 
movement. 


The illustration shows the prin- 
ciple employed,—two elastic levers 
operating with equal force in op- 
posite directions. And the point 
to be emphasized in the use of the 
Ribbon Arch here is that force is 
distributed throughout the body 
of the tooth by means of the 
bracket band, and not by prying 
on any one corner of the tooth. 


Arch 


The accurate rela- 
tions of arch and 
bracket permit of a 
free range of the elas- 
ticity of the arch wire 
and prevent any un- 
favorable influence up- 
on the teeth in move- 
ment. 


With the Ribbon 
Arch any tooth move- 
ment is possible: crown or root 
may be moved singly, collectively, 
and simultaneously. Teeth may 
be rotated directly on their axes, 
rotation may be accomplished in 
the form of a buceal or lingual 
movement on one side of the tooth 
with little or no effect upon the 
opposite side, and all these move- 
ments may be performed in aec- 
cord with physiologic law. 


Upon request we will gladly 
send reprints of articles prepared 
by Dr. Edward H. Angle, to- 
gether with papers written by 
other men prominent in ortho- 
dontia, on the 


Ribbon Arch and Mechanism 


Invented by Dr. Edward H. Angle 


The S. S. White Dental Mfg. Co. 


211 So. 12th Street 


Philadelphia 
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\ THE ORIP2f TEAR 


i a its danger to you 


Even self-controlled patients who 
scorn to show fear of pain are 
nevertheless better pleased by 
your work if you have eliminated 
The patient who does not com- needless pain. Prophylactic 
plain, but grips the chair arm ’til work, for example, is a painful 


his knuckles are white, is afraid. * ee | | d 
His faith in your professional Process 1 if is careless y gone. 


ability is endangered. There- On the other hand, it is possible 


fore, watch the hand that grips, to do the work quickly, efficiently 
for it may be your only symptom. 

and without pain, if you will select 
Dental work nearly always en- = your polishers as carefully as your 


other instruments. Thousands of 
but the process of polishing need 


never cause the patient to wince. good dentists have realized this, 
Notice in the picture below, and when ordering a supply of 


how the BS POLISHER fol- polishers, they always specify 
lows the contour of the tooth, 


ng cutting or injuring soft TRADE eS Cy MARK 
POLISHERS 


Price, 60 cents per Dozen 

shown above are made of screw-driver or injuring 
fine soft flexible rubber, enamel of teeth. The BS 
vulcanized over the head of POLISHER is corrugated 
the screw. No hunting for on the inner surface. 


Young’s Polisher A (left) is a cor- 
rugated, knife-edged rubber wheel; 
may be used for polishing metal- 
work, sulci, grooved and other con- 
cave surfaces of teeth. Young’s 
Polisher B on the right. 


Made by 


Younc DenrtAL Mrce.Co. 


4960 SUBURBAN R.W. 
ST.LOUIS 


MO. 
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els to endure. 


your patients and yourself. 


JAY E. HEALEY, 


Orthodontics and Plaster Paris 


An orthodontist looks upon the plaster cast of his patient 
like the Egyptian does to his pyramids—both expect their mod- 


An orthodontist need have no worry about his models ever 
disintegrating when he uses Healey’s brand of Alabaster. Fur- 
thermore, when this material is used, the orthodontist will have 
no worry about not getting an impression in every case that 
will please him and delight the patient. 


Impressions taken with Alabaster outlast time 
You have almost no heating. It contains 99% pure gypsum, 1% potas- 
sium sulphate. No salt is necessary. Fractures perfectly. 
It is the best plaster but costs no more than the cheapest 


For the same price you now pay for inferior plaster of Paris, you can 
get Alabaster—the perfect impression material. Use the best and please 


95-38th Street, 


Brooklyn, N. Y. 


DENTAL X-R A YSUPPLIES 


ONLY 2 OF OUR COMPLETE LINE 
Everything needed for finest dental X-Ray work. Prompt 
Shipment. Low prices—and Technical advice when desired 


DENTAL RADIOGRAP 


DR. HARRY SMITH 
ampbell Hall Bldg 
? rant 410 


DENTAL FILM MOUNTS 


Black, Green or Gray Cardboard with celluloid 
windows. Also All-Celluloid Mounts 


Price per 100 200 300 500 1000 
For 1 film.......$ 3.50 $ 6.50 $ 9.50 $15.00 $23.00 
5.00 9.30 13.60 19.70 30.50 

6.50 12.10 17.65 24.60 
8.00 14.85 21.70 32.00 48.00 
9.50 17.65 25.70 36.00 60.00 
17.00 31.55 37.50 57.50 105.00 


10% cash discount allowed on small lots. Special price on 100 
or larger quantities. $2.00 extra for imprinting name and address. 


GEO. W. BRADY & CO. 


780 SO. WESTERN AVE, CHICAGO 


Enameled Developing Tank 


Set consists of 2 inner tanks for developer and fixer 
solutions. Holds 8x10 or smaller plates or Dental Films 


Price $22.50 11x14 size $27.00 14x17 $35.00 


Two-Compartment Glass $1.50 
Single Developing Clips, per doz. ..........222200% 1,25 
Ten Film Dental Developing Clip, each............. 1,25 


Developer 20 oz. size. 0.30 %2Gal..0.90 1Gal.... 1.50 
Acid Hypo Fixing Bath, ¥ Gal. size. (0.30 1Gal.... 0.60 
8x10 Film Developing Hangers 1.25 
Dental pointer cone, for getting the correct distance, 


Buck X-Ograph Dental Films, per dozen. .0.75. Gross... 6.96 
Eastman Dental Films, per dozen. .0.70. Gross...... 6.% 


WE CARRY ALL SIZES OF 


Dental X-Ray Films and X-Ray Plates in stock for 
quick shipment, also a wide line of other X-Ray sup- 
plies. Liberal discount for quick cash payments. 


Send for complete price list with discount sheet. 
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Hawley 
Orthodontia 
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For Sale by 
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115 West 45th Street 
New York City 
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DR. H. C. POLLOCK’S 


PRIVATE TUTORING 


SCHOOL IN 


ORTHODONTIA 


4482 Washington Avenue 


St. Louis “- Missouri 


M. L. Kratky, Secretary 


THE GOLD MEDAL 
COD LIVER OIL 


The Sesquicentennial Gold Medal awarded at 
Philadelphia as a recognition of the high 


quality of 
Patch’s 
Flavored 
Cod Liver Oil 


At the Sesquicentennial Exposition held in 
Philadelphia last year the E. L. Patch Co. was 
awarded the gold medal for “excellence of 
product.” 

This award is only one of the various forms 
of recognition which our product has received. 


The recognition given to our product by the 
medical profession, after five years of clinical 
experience, constantly rc ninds us of our great 
responsibilities. 


Here are a few reasons why Patch’s Flavored 
Cod Liver Oil is dependable. 


It is made in our own plants along the North 
Atlantic Coast, from FRESH LIVERS. 


Every lot is biologically assayed. The vitamin 
potency is guaranteed. 


The dose is small,—a half teaspoonful for 
children or a teaspoonful for adults three times 
a day. 

It is pleasantly flavored. Your patient will 
appreciate this feature. 

Let us send you a trial bottle of this “Gold 
Medal Cod Liver Oil.’ 


Taste it! You’ll be surprised! 
THE E. L. PATCH COMPANY 
Boston, Mass. 


THE E. L. PATCH CO., 
Stoneham 80, Bosten, Mass. 


Send me a sample of Patch’s Flavored Cod 
Liver Oil with descriptive literature. 


Name 


Street and No. 


City and State A.J.0.G.-D 
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No other equipment 
will add so effectively 


to your operating room 


\ 
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PELTON 


DENTAL FOUNTAIN 


The Dental Fountain is 

built for units at $75; for 

chairs at $85 (illustrated) 

and on its own pedestal 
at $105. 


The one place in your office which 
literally forces itself upon a 
patient's attention is your cus- 
pidor. 


For this necessary equipment is 
just at his elbow throughout the 
entire operation, with its impres- 
sion of cleanliness or contamina- 
tion. 


Obviously, the intimate nature of 
this equipment offers an unequalled 
opportunity for creating in 
patients’ minds a pleasing im- 
of your office and your- 
self. 


You can make this vital spot per- 
manently attractive with the 
PELTON Dental Fountain. Its 
gleaming glassware covers 
all mechanical parts, and elimi- 
nates the unconscious suggestion 
of contamination always character- 
istic of the old-fashioned spittoon. 
Complete details will be mailed 
upon request. Use the coupon 
below. 


THE PELTON & CRANE COMPANY 
Detroit, Michigan 


Send Details of the Dental Fountain 


TO 


AT 
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ORTHODONTIC 
APPLIANTES 


HE skillful production of modern or- 

thodontic appliances is a branch of the 
work of our laboratories which employs the 
services of expert and experienced men. 


Appliances are made either from our 
own designs, proved efficient in practice, or 
from your own specifications. We solicit 
the opportunity of serving you. 


American Dental Company 


\ Laboratories 
\ 


5 So. Wabash Ave., Chicago, IIL. 


(x 


\ Chas. N. Reese, D. D.S., Pres. Wm. H.Schroll, Chairman 
\ Robert E. Sladek, Vice-Pres. H.C. Reese, D. D.S., Vice-Pres. 


H.L. Davis, Treasurer C. H. Lampe, Secretary 


American Dental Company of Missouri 
1117 Walnut St., Kansas City, Mo. 
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1 When a dentist with a “CDX” wants 
to see a probable hidden pathology, 
or wishes to check up his work— 


2 He simply reaches over to the wall 
where the “CDX” is mounted on 
its extension bracket— 


3 Positions it to the film in the patient's 
mouth— 


4 Presses the button on the automatic 
hand timing switch, and the exposure 
is completed. 


5 In approximately six minutes his office 
assistant will have the film developed and 
ready for interpretation. 


Write for descriptive booklet on the 
“CDX” and names of authorized 


dealer distributors in your vicinity. 


VICTOR X-RAY CORPORATION 


Dental Division 
2012 Jackson Boulevard Chicago, IIl. 
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THE LATEST 


Time, Labor and Material . 


Saving Device 


THE NEW 


PORTER MODEL FORMER 


Moulds to Size 
Moulds to Shape 
‘No Trimming 


J. CONRAD SMITH 


229 EAST STREET 
NEW YORK 


€ 
6 
$6) 
€ 
€ 
$6} 
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For Right Side 


PRICE 


including spurs 
and wrench, or 
key, 
POSTPAID 
$12.00 a pair 
May be detached 


and used 
repeatedly 


Write us for 
report of Dr. 
Leonard’s’ Clinic 
on the Intermax- 
illary Device 
given at Chicago 
in May, 1927; 
also for detailed 
description and 
method of eppli- 
cation. 
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Leonard Intermaxillary 
Device for 
Distal Occlusion 


Improved, and with newly devised spur 


All parts made from high-fusing gold-platinum alloy 


A sliding attachment utiliz- 
ing a better principle for ap- 
plying intermaxillary recip- 
rocal force. No elastics. 

Easier to wear—simpler to 
adjust—absolutely positive in action. No soreness 
or injury to investing and supporting tissues. 

Its use for orthodontic corrections makes possible 
the coordination of intermittent force with function, 
maintaining muscular balance throughout treatment, 
assuring better development and easier retention. 

Furnished in pairs for bilateral, and singly for 
unilateral cases. 


For Left Side 


Cowden Specialty Company 
Baltimore, Maryland 


101 Richmond Street 


Now You Can Prevent 
Finger Sucking ! 


Orthodontists have been at their wits’ ends 
to know where they could procure a simple, 
harmless device that would prevent finger 
sucking. 


THE KANT-FAYL ANTI-FINGER 
SUCKING DEVICE 


solves your problems 


It is an effective device for remedying finger 
sucking and nail biting. It is less cumber- 
some than an ordinary cuff. Made of white 
washable material it is always clean and 
sanitary. It is no trouble at all to adjust 
and once adjusted does not interefere with 
the normal activities of the baby. The price 
per set is $3.00. 


order direct from us. 


address plainly in the coupon, and mail today. 


i (Ortho. ) 
a SOUTHWEST SURGICAL SUPPLY CO., 
a 1110 McGee St., Kansas City, Mo. 
; I am interested in Kant-Fayl Anti-Finger 
Sucking Device. 
q OI enclose check for $3.00 for which 
Order from your a send me one set. 
dental or surgical a (0 Send me descriptive literature. 
supply house. If a 
you prefer, you can a Name 
Write your name and 8 
a Address 
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| For the Relief of Pain 
in Dentistry 


CIBALGINE, “CIBA” 


; provides a new measure of effective- | 
; ness. It relieves pain and nervousness 


without causing drowsiness or any un- 
toward after effects. It is safe to use 


for children. 


Issued in tablets for oral use, and in ampules for 
intramuscular injection, when rapid effect is desired. 


Dose: 1 or 2 tablets every 3 or 4 hours, not ex- 
ceeding 4 tablets a day. Or, 1 ampule twice daily, 
at 3 or 4 hour intervals. 


Descriptive folder and a complimentary amount 
of Cibalgine, “Ciba” sent upon request. 


1B 4 
St EA 
CIBA COMPANY, Inc. 


CEDAR & WASHINGTON STREETS, NEW YORK CITY ‘ 
Canada: Ciba Company Ltd., 146 St. Peter Street, Montreal 
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Quiet those twitching nerves! 


Many patients suffer tremendously from the nervous 
strain attending even the most ordinary dental operations. 
Some patients can hardly sit still when grinding is being 
done, not because it hurts them, but that operation is so 
nerve racking. 


When patients show they are under these heavy nervous 
strains, be human and give them an A-Vol tablet. 


A-Vol is safe, non-habit forming and we want to send 
you a liberal The coupon is for your convenience 
trial package. 
Won’t you mail 
us the coupon? 


DENTAL PHARMACEUTICAL Co., 
Holton, Kansas. 


Please send free trial package of A-Vol. 


= 

a 

| 

a 

8 

a 


CONTENTS FOR DECEMBER, 1927 


Original Articles 


Are There Certain Cases of Malocclusion in Which Orthodontic Treatment 
is Contraindicated? By Dr. B. Frank Gray, San Francisco, Calif. ~~ 1013 


President’s Address Before the Southern Society of Orthodontists. By Harry 


Relation of Pediatrics to Orthodontics. By Lewis W. Elias, M.D., Asheville, 


aN. 


A New Form of Lingual Lock-Wire. By Victor Lay, D.D.S., Buffalo, N. Y. 1047 


Clinics 


Auxiliary Springs, Their Construction and Application on Practical Cases as 
Used with Lingual and Labial Appliances. By Dr. P. R. Ashplant, 


Appliance Used in Treatment of Case of Extreme Mesioclusion. By Dr. 
Winston. P.. Caine, Chattanooga, Tenn. 1050 


Technic of Taking an Impression of a Molar Tooth for Which an Orthodontic 
Band Is to Be Made. By Dr. Charles R. Baker, Evanston, Ill, ~------_ 1051 


A Simple Treatment for Labioversion of the Anterior Teeth and Open Bite 
Cases. By Elizabeth E. Richardson, San Francisco, Calif. ~~-----__---- 1052 


(Continued on page 16.) 


Mention this Journal when writing to Advertisers. 


J & J Dental Prod- 
ucts are sold by 
Dental Supply 
Dealers in every 
country in the 
world. Send for 


latest catalogue. 


16 The International Journal of Orthodontia, Oral Surgery and Radiography 


Why ${§ Dentotape Flat Ribbon Floss 


Meets All Professional Requirements 
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(1) Strong: Will not easily break. 
(2) Thin: Passes readily between the teeth. 
(3) 


3) Smooth: J & J Dentotape is burnished after waxing, 


insuring smooth even surface. 

(4) Even width: Dentotape is made with utmost care 
and drawn to even width throughout. 

(5) Flat: Comes out of container perfectly flat. No 
kinks to burnish out before you can use it. 
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Nine Years Ago 
Deeortho Band Material 


the platinum colored precious metal alloy 
was approved by Dr. Oren A. Oliver and 
offered to the profession. 


It has practically replaced platinum at a 
reat saving to the profession without sacri- 
fice of physical efficiency. 


Ever Increasin3, Popularity Evidenced in Repeat 
Orders and a Demand Far Beyond Our Expecta- 
tions are Proof of Quality and Satisfaction 


Non-oxidizing, even when being’ soldered— 
No danger of burning — Fus. Point 2100° F. 
Can be soldered and unsoldered for fitting. 
Exceptional edge strength—Tough—Easy to 
Contour—remarkable adaptability 


Supplied in any thickness 
Rolled to the thousandth part of an inch— 
Cut any width, accurately - - - $2.50 dwt. 


THOMAS J. 


DEE & CO. 


Precious Metal Specialists 
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Have You Had Your 


Copy of “For Better 


Orthodontia”’ 


second edition of our catalogue ‘‘For 
Better Orthodontia,’”’ there is one 
waiting to go to you. 


|: you have not had your copy of the 


The new book is enlarged and contains © 
illustrations and descriptions of the newest 
devices which we are manufacturing to 
make your work less.arduous. 


Shall we send your copy now? 


BAKER & CO., INC. 
54 Austin St., Newark, N. J. 
30 Church St., New York 5 So. Wabash Ave., Chicago 
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Rapell Dental Laboratories | | Regulating Appliances 


Where practical experience and continual study of 
latest improved orthodontic methods assure structur- 
ally and mechanically correct appliances. 


Price, Phosphor Bronze, $6.00; Gold Plated, $7.00 


We manufacture a full line 
of Wires, Arches, Molar 


Jackson’s Regulating Appliances Bands, Jack Screws, Tub- 
Personal supervision is given ing, etc., etc., all of the best 
to every appliance we make. materials. 
The Ideal Service for Busy Dentists 
Ra i i 
661 The J. Bird Moyer Co., Inc. 
55 West 42nd St., Room 1401, Bryant Park Bldg., New York City 1210-14 Vine St., Philadelphia, Pa., U.S.A. 


SOLUTION S.T. 37 


(Liquor Hexylresorcinolis, 1-1000) 


A MAJOR ADVANCE IN THE FIELD OF GENERAL ANTISEPSIS 


DESTROYS PATHOGENIC BACTERIA ON LESS THAN FIFTEEN SECONDS 
CONTACT, AND IS 
NON-TOXIC NON-IRRITATING NON-CORROSIVE 
ODORLESS COLORLESS STAINLESS 
ACTIVE IN THE PRESENCE OF ORGANIC MATTER 


The remarkable bactericidal action of Solution S. T. 37 is due to the presence of 
ee CnC, the most powerful non-toxic antiseptic known. It has over SEV- 
ENTY TIMES THE GERMICIDAL POWER OF PHENOL, yet as incorporated in this 
solution, it may be applied full strength in open wounds, or on denuded surfaces without 
injury or irritation. HARMLESS if accidentally swallowed. 


SOLUTION S. T. 37 has the low surface tension of 37 DYNES PER CENTIMETER, 
which increases the rate of diffusion of the germicide through the cell membrane of the 
organism, and materially enhances the germicidal action of the solution. Hence, the 
name, Solution S. T. 37. 


THREE- AND TWELVE-OUNCE BOTTLES. 


SHARP. & DOHME 
BALTIMORE 


New York Chicago New Orleans St. Louis Atlanta Philadelphia 
Kansas City San Francisco Boston 
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Illustration depicts a condition requiring 
spreading of the arch—anteriors to be 
moved labially and posteriors buccally. 


Anterior bands with lingual loops, for 

ligating to arch bar. Molar bands with 

horizontal tubes to engage arch bar. 

Lingual wires to aid in expansion. J 
Our designing Department is thoroughly 
conversant with Principles of Appliance 4 


J | Construction and Physiologic Tooth Move- 


ment and is at your Service. 


Send us study casts so that we may submit 
designs and estimates gratis for your appoval. 


FIENRYP. BOOS 
DENTAL LABORATORIES 
- MINNEAPOLIS 
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Veterans in orthodontics 


are not swayed by claims 


of ‘just as good” as 


1g YEARS PREFERENCE—CONTINUOUS 
employment—is the outstanding feature of 
Julius Aderer's No. 4 Platinum-Gold Wire for 
LABIAL ARCHES—LINGUAL ARCHES 
FINGER SPRINGS—HOOKS AND SPURS. 


~~ DR. SIMON’S GNATHOSTATIC AND PHOTOSTATIC 7 
EQUIPMENT 

The aim of Gnathostatic methods is to provide cephalometric 
casts of the denture. The aim of the Photostatic is to procure a 
photographic profile reproduction. 

This equipment is obtainable only from us as we are the sole 
agents for same in the United States. The Gnathostatic instru- 
ments are subject to delivery within 40 days from date of order; 
the Photostatic instrument can be had from present stock. 

“~ Particulars and additional information on application. — 


CADERER, INC, Manufacturers 
DENTAL GOLDS anv APPLIANCES 
MAIN OFFICE 


115 West 45TH STREET 
NEW YORK, N.Y. 
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IT IS NOT THE 


GREAT EDGE STRENGTH 


ALONE THAT MAKES THIS 


NOXIDIUM|K@ 


TRADE MARK. 


of special interest to the operator in his choice 
of a dependable, quality 


BAND METAL 


Other desirable features are its immunity to 

oxidation, non-stretchability, easy manipula- 

tion when subjected to prolonged heat of the 

Bunsen burner, its platinum color and its fus- 
ing point of nearly 2300-F. 


NOXIDIUM —C BAND MATERIAL 


furnished in regular and extra stiff grades 
—in all the popular gauges and widths. 


BAND METAL—PER DWT. $2.50, WIRE—PER DWT. $2.60 


: Yuletide Cheer, Christmas Blessings and a Wealth : 
ry of Gealth and Prosperity for 1928 for you and yours. 


CADERER, INC, Manufacturers 
DENTAL GOLDS anp APPLIANCES 
MAIN OFFICE 
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Case Finding 


The day of waiting until disease announces 
itself through pain and suffering is definitely 
past. The enlightened practitioner appreciates 
the necessity of detecting pathology in its in- 
cipiency if he is to serve his patients as they 
expect. 

The radiograph is a scientific aid to the 
modern dentist in giving this type of service. 
The routine fourteen-film periapical examin- 
ation of all new patients will correctly indi- 
cate conditions which cannot be directly 
observed. Single films, periodically, will be 
necessary of pulpless teeth while the five-film 
interproximal examination at intervals of six 
months to a year is invaluable in checking 
the spread of caries on the distal and mesal 
surfaces. 


If you are not equipped to 
make the radiographic exam- 
ination refer your patients 
to a competent radiodontist. 


Eastman Kodak Company 


Medical Division Rochester, N. Y. 
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Every Dentist Will Want This New Book 


DISEASES OF 


THE MOUTH 


By Sterling V. Mead, D.D.S. 


Professor of Oral Surgery and Diseases of the Mouth, Georgetown Dental School; 


Professor of Diseases of the Mouth, Georgetown Medical School; 


Oral Surgeon to 


Georgetown Hospital; Dental Surgeon to Providence Hospital; Consulting Oral Surgeon 
to Casualty Hospital; Consulting Dental and Oral Surgeon to Shady Rest Sanatorium, 


etc., Washington, D. C. 


450 pages. 6x 9, with 274 original illustrations in the text and 29 full page color plates. 
Price, cloth, $10.00. 


THE preparation of this work upon dis- 
eases of the mouth has been prompted 
by the conviction gained from the teacii- 
ing of both dental and medical students, 
and from a large consultant practice, of 
the constantly growing need for a more 
intimate cooperation between dentists 
and physicians in the effective handling 
of the intricate problems of oral sepsis 
and other affections of the mouth which, 
if not intelligently diagnosed and treated, 
may affect disastrously the general health 
of the patient seeking dental or medical 
relief. 


WHILE this volume has been written 
primarily as a textbook for dental and 
medical students, it is the hope of the 
author that this treatise will supply both 
dentists and physicians in the practice 
of their professions with the fundamen- 
tal principles and practical knowledge 
necessary for their routine work in mak- 
ing a correct diagnosis of abnormalities 
within the mouth, and thus permit them 
to give a correct prognosis, so that proper 
treatment may be applied more promptly 
and more efficiently than in the past. 


IN ORDER to accomplish this the author 
presents a definite routine plan of proce- 
dure for the making of oral examinations, 
for the recording of data so obtained, 
and for the future care of the patient, 
whether he be referred from the physi- 
cian to the dentist or from the dentist 
to the physician for subsequent treat- 
ment. For this purpose the author has 
endeavored to give the results of his own 
personal experiences and observations 
rather than to quote from the writings 
of others, but the literature has been 
earefully examined, and the important 
references upon the various subjects dis- 
cussed are given at the end of each chap- 
ter. 


THE book has been profusely illustrated 
in the belief that drawings, photographs 
and radiograms afford the nearest ap- 
proach to personal clinical observation 
and to individual contact in the teach- 
ing clinic. The twenty-nine plates in 
colors have been produced at great ex- 
pense and add much to the value of this 
work. 


THE C. V. MOSBY COMPANY—Medical Publishers—St. Louis 


Gentlemen: 


Please send me a copy of the new book by Mead on DISEASES OF THE 


MOUTH. Price $10.00. { I enclose herewith check for $10.00. (] Charge to my account. 


Name 


Address 
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The Orthodontist 


and a Dentifrice 


It is just as necessary to keep orthodontic appliances 
that are in the mouth thoroughly clean as it is 
necessary to keep them in proper position. 


The selection of a dentifrice for the orthodontic 
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Now is the time to clean up 


Your dismantled appliances, scrap, etc.—in fact 
anything containing precious metals. 


For prompt satisfactory returns—ship direct or thru your dealer to | 


Thomas J. DEE & CO. 


Precious Metals ca 
Refiners— Manufacturers 5 So. Wabash Ave., Chicago, Ill. die 
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You Get More in Goods 


HEN we refine your scrap gold you can take returns either in cash or 
W\ Will-Gold Products. But when you take gold plate, solder, shells, dises, 

nuggets or mercury, you receive 744% to 12% greater value than if you 
took cash. You receive more than the cash value of your scrap, because we make 
your gold into the above items and charge you only a small amount for the con- 
verting. In other words, you furnish us with the raw material, and we charge 
you for making it into finished products. 


If the pure gold content of your scrap 
the following retail values in goods, in 


$20.95 in 22 


K. 


is worth $20.00 in cash, you would receive 
addition to the full value of the platinum: 


Gold Piate, or 


$21.47 22 K. Gold Shells, or rs 
$22.50 18 K. High Grade Solder, 


and the same percentage of saving in other karats and grades. 
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Send the next collection of scrap to your dealer and ask him to have us send you 
goods in return. Or, if you prefer, send it to us direct. The coupon below is 
for your convenience. 


THE WILLIAMS GOLD REFINING CoO., INC. 


Smelters and Refiners 


2978 Main St., Buffalo, N. Y. 
Canadian Plant: Bridgeburg, Ont. 


WILLIAMS 
Scrap Gold Refining 


THE WILLIAMS GOLD REFINING CO., INC., F-9 
2978 Main St., Buffalo, N. Y. 
Gentlemen: : 

Under separate cover I am sending a quantity of scrap. 
~...Cash ....Gold Solder _._._{Gold Nuggets 


Kindly send in return: 
___.Mercury ....Gold Plate 
~...Gold Discs 


___.Gold Shells 
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Dioxogen 


The destructive action of Dioxogen on pus is of pro- 
nounced value in Pyorrhea and other pus disorders. 


Nothing so quickly destroys pus and nothing so re- 
liably neutralizes and destroys poisonous toxins, the 
really dangerous products of germ activities. 


Indeed if the Dental Profession realized the control- 


ling influence of Dioxogen on germ processes and its 
utter harmlessness in other respects, few dental opera- 
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tions would be conducted without it. 


Dioxogen meets the requirements of an oral disin- 


fectant, harmless even when taken directly into the 


stomach, it may be used freely in the mouth, and so ef- 


fective that one simple rinsing in one to five water dilu- 
tion destroys well over ninety per cent of the organisms 
found in the mouth. 


A sample will gladly be 
sent on request 


THE OAKLAND CHEMICAL CO. 


59 Fourth Avenue New York, N. Y. 
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CAN YOU AFFORD TO EXPERIMENT 
WITH METALS IN A CHILD’S MOUTH? 


HE response of growing tissues to 
orthodontic treatment may often be 
uncertain. The Orthodontist should 
not be further perplexed by uncertainty 
as to the behavior of the materials of 


which his appliances are made. 


Thanks to the testing methods that have 
been developed by the NATIONAL 
BUREAU OF STANDARDS, this 
hazard has been eliminated. NEY-ORO 


GOLD ALLOYS are subjected to tests 
by these methods, as a daily production 


routine. [heir uniform behavior is assured 
under all reasonable manipulative stresses, 


or any of the normal conditions of service. 


THE J. M. NEY COMPANY 
HARTFORD, CONNECTICUT, U. S. A 
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